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Abstract
This study examines the existing literature on PTSD and PTSD symptomology that law
enforcement officers experience, and the post-exposure intervention protocols that aid in mental
stability of impacted law enforcement officers. The study uses a survey of 155 active-duty law
enforcement officers from Montgomery County Pennsylvania. The central question that
grounded this research is: are mental health stressors impacting the ability of law enforcement
officers to complete their duties despite the existence of post-exposure intervention protocols?
There are six tested hypotheses that are tested via logistic regression to determine whether a
statistically significant relationship exists between demographic characteristics of law
enforcement officers, the existence of post-exposure intervention protocols, and PTSD
symptomology development. All statistical relationships meet a 95% confidence interval through
logistic regression. Three recommendations are presented to create comprehensive mental health
policies within police departments to combat PTSD symptomology development in law
enforcement officers.
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Chapter One: Introduction

In looking at occupations that puts individuals in harm’s way; police officers come to
experience traumatic incidents as a normal course of their duties. A ramification of the mental
and psychological stress that comes from experiencing traumatic events in the line of duty is the
development of post-traumatic stress disorder (PTSD) or symptomology of PTSD. PTSD or
symptomology of PTSD develops after a person has been exposed or witnessed a traumatic
event, since the individual’s psychological wellbeing is impacted both in the long-term and in the
short-term (Komarovskaya et al., 2014). Physical and emotional changes characterize the onset
of a PTSD or symptomology of PTSD, justifying the need for a person working in careers that
make them more prone to PTSD or symptomology of PTSD to seek professional medical
attention for proper diagnosis and treatment. This diagnosis and treatment of PTSD and it is
symptomology can help individuals who are experiencing PTSD to focus on expressing their
mental health symptoms by using newly developed coping skills (Maguen et al., 2009). There is
a necessity to look at the experiences of law enforcement officers in the development and
treatment of PTSD or symptomology of PTSD from their time on the job considering the
importance of their job to the greater society. For the purpose of this study PTSD that is
discussed will include both diagnosed PTSD and symptoms that align with PTSD that have not
received an official clinical diagnosis.
Law enforcement officers are at the forefront of keeping and maintaining order in the
jurisdictions in which they are posted after their training making them highly prone to
experiencing traumatic and stress-inducing incidents while in the line of duty (Briere & Scott,
2014). This puts law enforcement officers at high risk of developing PTSD symptoms (Briere &
Scott, 2014). Traumatic events that police officers can come to face in their line of work include
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witnessing or experiencing the death of another person, constant stress due to the increased risk
of death, having to make a choice to inflict pain on other human beings by shooting or arresting
them for extreme violation of the law, and fear of being attacked by unruly suspects. Traumatic
events in an officer’s personal life can also cause the officers to have a reduction in stability and
wellbeing on a psychological end, which can increase susceptibility to PTSD or symptomology
of PTSD (Papazoglou & Tuttle, 2018). Most of these traumatic events may be single
occurrences, like being attacked by members of the public while making an arrest. Other
traumatic events may be repetitive; meaning that the possibility of either the events happening is
high, or the stress from the events are likely to occur repeatedly due to increased news media
coverage. The constant fear that PTSD or symptomology of PTSD can produce could lead to
psychological disturbances.
Clinically, the prevalence of PTSD symptomology often depends on the traumatic
incidents that an individual has experienced throughout their lifetime (Briere and Scott, 2014),
but the diagnosis of PTSD is done in a clinical setting with a highly trained doctor (Briere &
Scott, 2014). The occupational hazards of a police officer are unpredictable, meaning that they
have to be constantly prepared to handle different emergency situations. Many of these
emergency situations might be stressful to an officer both in the short-term and in the long-term.
Researchers Chae and Boyle (2013) estimated in separate studies that about “45 percent of
officers are traumatized at such a rate as to produce a mental health environment ripe to cause
the development of PTSD” (Chae & Boyle, 2013, p. 95). When it comes to the issue of suicide
“more than 19% of officers commit suicide due to the pressure from their occupation and lack of
a medium through which they can deal with the traumatic events that have taken place in their
lives” (Chae & Boyle, 2013, p. 95). This rate of suicide among police officers presents a unique
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policy problem that not only impacts the lives of those employed in public service, but is a
concern to the greater society that needs law enforcement to protect them.
Purpose of the Study
An area of interest this research took was to understand how police officers work, and
how they handle the traumatic experiences they encounter in their line of work. Officers are
trained in an organization that prepares them for their career and are expected to deliver quality
services to the members of the public. Law enforcement officers are expected to respond to all
emergency incidents that take place in their area without fail, with the assumption that they are
fully capable of handling all possible outcomes of the incident, including possible psychological
distress (Neria et al., 2008). Some of the events necessitate that police officers put their lives in
danger. When civilians are harmed or injured law enforcement officers are expected to assist in
handling these injuries or harm, before an officer can get necessary medical attention for
themselves or the ability to mentally decompress. Officers will have to witness the suffering and
pain of those injured and harmed during emergency incidents, and these images of suffering can
remain embedded in their memory (Briere & Scott, 2014). This study identifies the prevalence
and development of PTSD symptomology among law enforcement officers and justifies the need
to implement training interventions that teach about mental health stressors and mental health
policies. These policies support seeking trained service expertise within law enforcement
agencies and outside of law enforcement agencies that will enable officers to deal with the
traumatic events they have witnessed in the line of duty. PTSD or symptomology of PTSD
results in mental health conditions, some of which are avoidable, and others are treatable with
the correct medical and psychological intervention.
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Background of the Study
Stress, whether it is from at home or from exposure to traumatic events, will have a
lasting impact on the mental health of those who experience it. Exposure to regular traumatic
events like death, damage, and casualties is proven from decades of research to lead to trauma.
Police works has also created a unique channel for trauma for individuals working in occupations
that demand a response to violent incidents (Galea et al., 2005). With the duties of being a police
officer requiring them to be the first responders; this leads to exposure to incidents such as
having to assist survivors and handle dead bodies. These types of exposures can have unique
consequences that lead to trauma being inflicted on the first responder. After containing
emergencies, researchers have found that many law enforcement departments simply are lacking
in an adequate support system that can help officers deal with stress or find health ways to
decompress from stress (Berger et al., 2012). PTSD or the symptomology of PTSD is seen to
affect the quality and quantity of work that police officers are expected to perform, reducing
response times and increasing suicide rates of officers, justifying the need to implement training
interventions that teach about mental health stressors and mental health policies that support
seeking trained service expertise in police departments that will offer a support system for all.
Problem Statement
The mental wellbeing and welfare of police officers have not been explored effectively
enough by police departments, with their departments not focusing enough of the psychological
needs of their officers. The prevalence of PTSD among law enforcement officers is high
compared to the average citizen (Berger et al., 2012). The unpredictable working environment of
law enforcement pushes the officers to prepare for events that may have detrimental effects on
their psychological wellbeing; triggering the development of PTSD symptoms. Chronic stress
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and suffering have become a forefront issue in policing, but not all law enforcement departments
have the resources dedicated to helping officers cope with the stressors that they experience on
the job. Officer suicide rates have increased in the past decade and concern is present that this
suicide rate is increasing due to the trauma that officers are experiencing while also suffering
from mental health issues (Maguen et al., 2009). In any emergency situation, law enforcement
officers are usually the first to arrive; exposing them to risks that include possible injury or
death, the death of the victims, and disruption of the social order in general (Galea et al., 2005).
The pressure to reduce the number of fatalities in an emergency, as well as the frequency of
emergencies in society, has put police officers in an increasingly stressful environment.
In looking at police departments and the outside organizations that can aid officers in
handling mental health stressors on the job, this relationship is best explained by exploring the
public administration theories of organization theory, networking and new public management.
Police organizations have undergone dramatic changes in the past few decades both internally
and externally (Wathne, 2020). These changes have been focused primarily on how police
leadership build a culture within their departments that fits a public service model of that is
focused on unique values centered around “trust, legitimacy, and justice” (Wathne, 2020, p. 5).
Understanding these changes can help explain how mental health is handled within the
departments. The push by public officials to reform policing through external policy initiatives
has also had a dramatic impact on how police departments operate, and understanding the
receptiveness of these policies under both organization theory and a new public management
model is imperative to explore. Networking, at least networking within the public administration
theory model, is beneficial to police departments in relation to collaboration. This collaboration
is often occurring between the departments and any organizations that are able to assist them
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with their stated goals, including organizations that are not part of the public service realm
(Wathne, 2020). The importance of networking in relation to how departments can help their
officers handle mental health stressors is also imperative to explore. The need to take care of the
psychological and mental wellbeing of law enforcement officers is crucial, as it enables them to
cope with emergency issues they witness in their career, and also deal with stress that may come
from home life as well. This study frames the seriousness of the issue of PTSD development in
law enforcement officers with the public administration focus that best serves the creation of
training interventions that teach about mental health stressors and mental health policies that will
aid all officers in returning to mental stability.
Aims and Objectives
The aims and objectives of this study are comprehensive. The aims of this research are to
establish the rates of self-reported PTSD symptomology development in law enforcement
officers after emergency incidents; as well as the need to establish training interventions that
teach about mental health stressors and mental health policies and in law enforcement agencies
that will enable officers to handle the traumatic stress related to their line of work. Hence, the
objectives of the study include:
i.

To determine if mental health stressors, including PTSD symptomology, are
impacting law enforcement officers.

ii.

To determine if the existence of post-exposure intervention protocols is helping
officers with understanding how mental health stressors, they are experiencing on the
job develop and how to best handle them.
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iii.

To establish the need for training interventions that teach about mental health
stressors and mental health policies in law enforcement agencies, which is a public
policy issue.
These aims and objectives are important to answer the six hypothesis that follow. These

hypotheses strive to address the aims and objectives of this study. The hypotheses also
helped narrow down data collection protocols.
Hypotheses
The hypotheses for this study are as follows:
•

Hypothesis One (H11): PTSD symptomology in police officers differs by gender for
those exposed to CISM intervention.

•

Hypothesis Two (H12): PTSD symptomology in police officers differs by ethnicity for
those exposed to CISM interventions.

•

Hypothesis Three (H13): PTSD symptomology in police officers differs by age for those
exposed to CISM interventions.

•

Hypothesis Four (H14): PTSD symptomology in police officers differs by years on the job
for those exposed to CISM interventions.

•

Hypothesis Five (H15): PTSD symptomology in police officers differs by stress
experienced on the job for those exposed to CISM interventions.

•

Hypothesis Six (H16): PTSD symptomology in police officers differs by in those who are
suffering from mental health issues for those exposed to CISM interventions.
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These hypotheses help guide the way this study is answered. The six hypotheses chosen have
shown the most data collection promise. This promise of data collection ensures that the
study undertaken is comprehensive, and answers all six of the hypotheses.
Rationale and Justification of the Study
The reasons for carrying out this research study include the need to establish the
prevalence and development of PTSD symptomology among law enforcement officers as they
perform their duties, as well as, the need to come up with coping mechanisms to assist the police
to reduce and manage PTSD somatology. There is also the need to train officers to identify the
symptoms of PTSD and encourage them to visit healthcare facilities to access the necessary
medical attention they need to prevent PTSD from affecting their lives. The population group
selected for this study, Montgomery County, Pennsylvania police departments has not yet been
explored by a discoverable research study with regard to their experiences with mental health
stressors while on the job. While the Montgomery County, Pennsylvania police departments
have developed CISM interventions for officers that experience serious incidents, there is no
exigent research that demonstrates the effectiveness of the post-exposure interventions and the
seriousness of the mental health stressors these officers in Montgomery County, Pennsylvania
are experiencing that could be discovered during evaluation of scholarly research articles. There
is also a limitation in the evaluation of scholarly research articles when it comes to the use of
public administration theories to help guide police departments in crafting training interventions
and mental health policies that could aid officers in handling mental health stressors.
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Chapter Two: Literature Review
Introduction
Experiencing both the everyday stressors of law enforcement duties and then also aiding
in the response to serious emergency incidents, increases the likelihood of law enforcement
officers developing post-traumatic stress disorder (PTSD) or PTSD symptomology. In looking
at the prevalence of PTSD or PTSD symptomology development in the law enforcement
community in the course of the line of duty or after experiencing an emergency incident, much
of the early research focused on the response to terrorist attacks. As the prevalence of PTSD or
PTSD symptomology and other mental health issues started to grow in the law enforcement
community, research studies started to look at just how often law enforcement officers
experience mental health stressors while on the job related to other traumas they could
experience. In looking at mental health stressors that law enforcement officers experience, as
well as the aftermath of emergency incidents, studies began to show that law enforcement
agencies have to provide adequate care to their officers. This enables officers to mentally
recover from PTSD or PTSD symptomology and trauma in general. In looking at how public
administration theories are used in the policing field, a pattern developed when it came to what
the research focuses on. Public administration theories are mostly used in the policing field to
“help leadership establish new management styles, help leadership modify behaviors of officers
on the job, and make a broader application of public administration theories to policing issues to
satisfy other public administrators” (Wathne, 2020, p. 11). The determination was made to
narrow down three theories, organization theory, new public management and networking, as
the three theories that apply directly to the issue of how police departments can better handle
PTSD or PTSD symptomology development in law enforcement officers. This literature review
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will first look at the issue of how the public administration theories of organization theory, new
public management and networking apply to policing, especially when it comes to developing
policies to help handle PTSD or PTSD symptomology development in law enforcement
communities; PTSD or PTSD symptomology development in law enforcement officers; and the
exploration of Critical Incident Stress Management (CISM) and the umbrella service of Critical
Incident Stress Debriefing (CISD) in terms of how it helps law enforcement officers deal with
stressors on the job.
Organization Theory, New Public Management and Networking in Policing
The first part of this literature review looks at the public administration theories of
organization theory, new public management and networking and the impact they have had on
policing. This section will look at how police departments can use these three theories to help
with crafting training interventions and mental health policies that deal with PTSD or PTSD
symptomology development in law enforcement officers. In policing, organization theory, new
public management and networking have had a strong impact on policing policies.
Organization Theory and Policing
In public administration theories, an aspect of management that has been explored is
organization theory. The original theorists in the field looked organization theory through the
lens of management styles, with an exploration of science, bureaucracy, and administrative
theories. The field has expanded in the modern area to include a combination of the classical
school and new theories to merge the understanding of organizations and management. This
literature review will look at the scientific and bureaucratic approaches, specifically, to outline
their relevancy to the focus of this dissertation.
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The scientific approach to management looks at organizations as a means to achieve set
and measurable standards of productivity from employees (Hatch, 2018). The main theorist in
the field of scientific management, Fredrick Taylor, argued that management should seek a way
to build an environment of trust (Hatch, 2018). This trust has to be developed so that workers
can feel that the environment that they are working in is one that supports them and productivity
(Hatch, 2018). The main focus of the scientific approach to management is to use four
principles to improve productivity, with Hatch (2018) stating that:
Old rules-of-thumb should be supplanted by a scientific approach to each element of a
person’s work; organizational members should be selected based on some analysis, and
then trained, taught and developed; management should collaborate with all
organizational members so that all work can be done in conformity with the scientific
principles developed and that workers should be trained by experts, using scientific
methods (p. 199)
One of the areas of scientific management approach that has relevancy to the focus on the
mental stress that police officers experience is the encouragement to reduce employee stress
when possible (Hatch, 2018). Another area of scientific management approach that has
relevancy to the focus on the mental stress that police officers experience on the importance of
training, which is considered not only a vital approach to all issues when it comes to creating
more efficient officers during daily job tasks, but also has implications for training officers to
deal with stress.
The bureaucratic approach to organizations looks at organizations as an extension of
society (Hatch, 2018). The bureaucratic approach to organizations looks at how leadership can
balance the unique nature of human behavior to help increase the productivity of the
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organization and also increase its standing within the larger society (Hatch, 2018). The main
theorist in the field of bureaucratic theory of organizations, Max Weber, argued that
organizations needed to structure themselves in a fashion that allows for a clear delineation of
workflow (Hatch, 2018). The main focus on bureaucratic theory is to use four principles to
establish, according to Hatch (2018) that:
Positions in an organization should be arranged in a hierarchy, each with a particular,
established amount of responsibility and authority; tasks should be distinguished on a
functional basis, and then separated according to specialization, each having a separate
chain of command; the organization should operate according to a system of procedures
consisting of formal rules and regulations; recruitment and selection of personnel should
be impartial and responsibility and authority should be recognized by designations and
not by persons (p. 200)
The bureaucratic approach to organizations is a theory that has been widely used in police
departments, not only in their initial founding but also as they have continued to develop. Sir
Robert Peel, often cited as the father of policing, argued for a military style approach to policing
especially when it came to determining management structure. Many police departments still
maintain hierarchies within their departments that have a clear leadership structure that separate
officers based on seniority and experience. The titles that are used in many of these policing
organizations also helps delineate authority.
Police departments still heavily use specialization that separate officers based on training
and expertise. These specialized units also use the separate chain of command structure that is
called for in the bureaucratic approach to organizations. Police departments also heavily use
rules and procedures to structure out how officers should compete their job tasks and they also
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are still selective in the addition of new personnel. One of the areas of the bureaucratic approach
that has relevancy to the focus on the mental stress that officers experience on the job is to look
at how established command structures handle officers who are showing serious signs of stress.
This perhaps explored best by the perceived organizational support approach to organization
theory.
Perceived Organizational Support and Policing
An extension of organization theory that has been applied over as a more modern
application to organizational structuring and management styles in policing is perceived
organizational support. Perceived organizational support theory was established by researchers
Robert Eisenberger and Linda Rhoades Shanock. Perceived organizational support looks
extensively at how the employees experience the support of management and the broader
organization (Tucker, 2015). Specifically, perceived organizational support is concerned about
how employees feel that their well-being is taken care of by the organization they are in and that
they are valued (Tucker, 2015). Studies done on perceived organizational support have found
that if employees feel like their well-being is taken care of and that they are valued, they then
are more productive (Tucker, 2015). The studies have also shown that employees will like their
job more and they will also handle stress much better if they have a positive view of the support
their organization gives them (Tucker, 2015). In looking at policing and perceived
organizational support, researcher Tucker found that they are limitations to the study of the
impact of perceived organization support in policing (Tucker, 2015). In the area of the stress
that officers experiencing, especially mental health stress, there was found to be a positive
impact in the reduction of trauma and stress if the broader organization supports intervention
measures (Tucker, 2015). It is the study that researcher Tucker did on perceived organizational
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stress in policing that shows a high amount of relevancy to how police departments can use
organization theory, specifically perceived organizational support, to develop policies that help
officers deal with mental health stress and PTSD symptomology.
The first area that researcher Tucker looked at was the literature surrounding
organizational support in policing (Tucker, 2015). In reviewing the literature, researcher Tucker
found that there are some unique biases in-place when it comes to perceived organizational
support in policing. The first bias is the perception that officers will not use intervention
services in existing literature on the subject (Tucker, 2015). Specifically, it was stated that
“while the literature indicates that officers do not use stress intervention services for reasons of
confidentiality and the potential that mental health stigma may attach, these references are often
outdated or anecdotal in nature” (Tucker, 2015, p. 306). In their study they sought to test this
very issue.
The second area that researcher Tucker looked at was the confidence police officers have
in any intervention services that are available to them in literature. Tucker found that there was
not enough established data to justify that police officers have a lower confidence level in the
intervention services that area available to them, and that in-fact this needed to be studied to see
if officers are truly afraid to use them (Tucker, 2015). The study that was conducted by
researcher Tucker had a number of approaches, but for the purpose of this literature review the
evidence surrounding perceived organizational support is detailed. In looking at stress in the
policing field and the impact of perceived organizational support, researcher Tucker found that
there were positive and negative benefits to how organizations have an influence on officer
behavior (Tucker, 2015). The study found that if leadership was supportive of using
intervention services to better help officers, then officers were more likely to use these services
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(Tucker, 2015). If officers felt like they would be stigmatized for using these services or if they
felt like they could not trust the confidentiality of the intervention services provided to them,
then they were less likely to use these intervention services (Tucker, 2015). The implications of
this study show that there is a dramatic influence that leadership has on its members. If policing
is going to continue to maintain the usage of the bureaucratic approach to organizational
structure, then the chain of command has to use the beneficial aspect of perceived
organizational support to develop policies and procedures that support officers getting help if
they are dealing with mental health stress or PTSD symptomology. This includes support and
usage of critical incident stress management and other intervention services that could be of
benefit to an officer’s mental health. The usage of perceived organizational support in a positive
fashion will require a new approach to management, which is explained in new public
management and policing.
New Public Management in Policing
New public management in policing has mostly been focused on the aspects of how the
management of police departments can increase administrative control. Researcher Whathne
(2020) found that police leadership in many departments decided to move in the past few
decades towards a managerial approach that distanced leadership from the everyday
relationships with their front-line officers (Wathne, 2020). This type of leadership role had a
dramatic impact on policing culture. Traditionally, officers learned from their fellow colleagues
and also experiences on the job, and not so much from their leadership (Wathne, 2020). This did
not mean, however, that leadership was completely withdrawn from their line officers, instead
they focused often on trying to develop more of a family structure within the department
(Wathne, 2020). As police leadership started to focus on meeting goals through achievable
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performance measures and productivity measurements, this started to create division within the
departments between front-line officers and leadership (Wathne, 2020). This started to show a
weakening effect on the culture within the departments (Wathne, 2020). This division in the
police culture also has created a feeling that the leadership is more focused on helping the
citizenry feel more comfortable with interactions with line-officers and less focused on the
concerns front-line officers are presenting to leadership about issues within the community they
serve (Wathne, 2020). Putting an emphasis on accountability, which is a tenet of new public
management, is a worthy goal of police leadership given the fact that law enforcement is in the
field of public service. Focusing too much on appeasing the public, however, is clearly pushing
officers away from their leadership, research is showing. This presents a problem when it comes
to creating a culture that encourages officers to open up with management about needing mental
health services. Accountability in policing is also causing unique issues.
Accountability in Policing
Accountability in policing, again, has been focused on serving the public. This is a tenet
of new public management in that it is expected that public managers will treat citizens as
customers, and they will be accountable when the public becomes angry at how services are
handled (Ferlie et al., 2005). Police leadership are inherently public managers and have fallen
victim to cost-cutting measures if they are not meeting the goals that either elected
representatives feel they should be meeting, or public backlash if there is misconduct by line
officers. Researchers Stone and Travis (2011) have found that police leadership are:
Quick to assume responsibility for patrol officers who have committed acts of
misconduct, and apologizing for patrol officers who use excessive force with less of a
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focus on the concerns that officers have presented with situations that caused the usage of
the excessive force (p. 1)
One would assume that taking responsibility for officers who have committed acts of
misconduct or used excessive force would bring the officers closer together with leadership, but
instead it has caused more division (Stone & Travis, 2011). Officers are often left feeling that
they are being treated unfairly, especially when it comes to discipline issues that involve
policies that had at one point in-time been considered acceptable and less aware of what
leadership wants when it comes to acceptable conduct (Stone & Travis, 2011). This division
among leadership and line officers has also created a fear by line officers that services will be
handed over to other governmental agencies, which is a tenet of new public management known
as decentralization. Research has shown that officers are not afraid of welcoming in other
agencies to help with tasks, when needed, but are more fearful that leadership will consider
many of the officers as disposable assets (Stone & Travis, 2011). There is a concern, then, that
officers could hide any struggles they are having with completing job duties due to mental
health stressors, out of fear they will be phased out of service. This requires a different approach
with new public management.
Using New Public Management to Help Craft a Healthier Mental Health Work
Environment
The issues presented in the use of new public management in policing are clear, but there
are solutions when it comes to using this theory to help craft a healthier mental health work
environment. The same previously explored study by Wathne (2020) found that the vast
majority of officers are individuals who have a “work motivation in line with ‘public service
motivation,’ where individuals are motivated by tasks in the public sector because they have
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internalized values that have been traditionally embodied in and associated with the
organizations they work for” (Wathne, 2020, p. 16). This disconnect means that leadership has
to focus less on performance measurement and being administratively separated from their line
officers and move back towards a managerial model that keeps them closer with their line
officers (Wathne, 2020). In staying closer with their line officers, leadership will be able to
intervene when officers are clearly at-risk from mental health stressors, by crafting intervention
practices and mental health policies that focus on getting officers assistance without
stigmatization and also show line officers that they are valued by the organization they work
for. The job of a law enforcement officer is stressful enough but knowing that leadership cares
can increase the likelihood that officers would feel comfortable coming to leadership before
mental health stress becomes too problematic.
Leadership has to also balance out accountability with the public with keeping peace with
their line officers. As the public becomes more aware of the stresses that working in law
enforcement causes on an officer, it is likely that the public would become more understanding
of police departments wanting to reduce increased public scrutiny on their officers. Leadership
can accomplish working as a buffer on this issue by speaking out to elected officials on the
complexities of the job of law enforcement, and by increasing collaboration with governmental
and non-profit agencies that aim to help officers succeed (Stone & Travis, 2011). This type of
collaboration can be accomplished by using the public administration theory of networking.
Networking
Networking, as a public administration theory, is perhaps best explained by exploring
Robert Agranoff’s text Managing Within Networks: Adding Value to Public Organizations
(Agranoff, 2007). Agranoff (2007) argues that there is value in public sector agencies partnering
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with private sector agencies, or even partnering with other public sector agencies to create what
is a called a performance management network (Agranoff, 2007). Performance management
networks are structured, according to Agranoff, to accomplish a number of goals (Agranoff,
2007). The first goal when it comes to structuring a performance management network is to get
the network together. This is accomplished through “organizing, convening, and operating the
performance management network” (Agranoff, 2007, p. 50). Once the network has been
created, the second goal is to determine how to manage the performance management network.
There are a number of management practices that Agranoff explores in this task area, including
“how to plan, organize, staff, coordinate, and run a performance management network”
(Agranoff, 2007, p. 52). This is important because once the performance management network
has been created, there must be an oversight authority to lead the operations of the network. The
third goal that must be accomplished when organizing a performance management network is to
establish how authority is delegated within these networks and the corresponding agencies that
they are overseeing. Conflicts in authority could be problematic areas that bog down a
performance management network, so determining “the role of the decision maker in-charge of
the performance management network is vital to ensuring the success of the network”
(Agranoff, 2007, p. 54). The fourth, and final goal when it comes to structuring a performance
management network, is to determine a number of expertise roles, information sharing, and
benefits to government that the network can provide. This goal is accomplished by “increasing
information sharing among governmental agencies, providing unique and valuable expertise to
the government agencies using the performance management network that they cannot
otherwise get from existing agencies, and cutting down on governmental ‘red-tape’ to increase
efficiency of governmental processes” (Agranoff, 2007, p. 55). Once these four goals have been
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accomplished in-terms of structuring the performance management network, the network can
then either take over a number of responsibilities that existing governmental agencies already
are tasked to complete, or they can help supplement the agencies with additional expertise.
Networking, even if it is not completely done in the form of a performance management
network, is already a process that is undertaken in policing.
Networking in Policing
Networking in policing is accomplished through a number of collaborative partnerships.
Researchers Stone and Travis (2011) pointed to the fact that there are such a large number of
police departments in the United States, numbering close to 20,000, that not all departments
have the resources or expertise to handle all the tasks of policing (Stone & Travis, 2011).
Smaller departments will collaborate with experts in forensic science, statistical analysis, and
even other governmental agencies to accomplish tasks that they do not have the resources or
expertise to handle (Stone & Travis, 2011). As concerns over police misconduct rose, and
departments started to focus on revamping policies around community policing, this
collaborative relationship moved to bringing the public in for oversight. Police departments,
according to researcher Wathne (2020), have created “citizen oversight boards and partnerships
with public officials that allow for the review of citizen complaints and even the determination
of punishment for officers who use excessive force” (Wathne, 2020, p. 18). This oversight
relationship with the citizenry and also public officials has ceded some of the disciplinary and
oversight powers that police leadership once had alone, which is creating an environment where
the goal is to ensure that everyone in the community that is impacted by these issues are well
represented (Wathne, 2020). How police departments handle emergency management issues,
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however, is perhaps the best example of how networking through collaborative partnerships
through different governmental levels has positively impacted policing.
The need for preparedness was seen in the years before the September 11, 2001 terrorist
attacks, as the Federal Emergency Management Agency (FEMA) was solely responsible for
aiding local and state officials in emergency response to terrorism and natural disasters. The
connection between these groups was limited, however, which hampered efficient response
efforts. With the creation of the Department of Homeland Security (DHS) after the September
11th attacks, FEMA was merged underneath the DHS prevue. Through FEMA, the DHS has
advanced its efforts to aid in emergency response. DHS and FEMA have taken the
responsibility to ensure that after a natural disaster or terrorist attack there is adequate response
services sent to the impacted area and that all coordination of the agencies responsible for
emergency management is accomplished (Stephenson & Bonabeau, 2007). DHS and FEMA
have to coordinate with the local, state, and federal agencies responses to every threat
imaginable. As DHS policy papers state “risk, security, and disaster represent different states of
uncertainty in reference to damaging events. Designing public policy for each state requires
different allocations of attention, resources, organizational structure, methods, and measurement
of performance” (Comfort, 2005, p. 350).
When it comes to meeting the challenges that the DHS faces with the differing versions
of terrorism related hazards, and coordination with local law enforcement, the key to prevention
and response comes down to efficient programs, training, and knowledge. Under the National
Incident Management System [NIMS], the NIMS are a system used in the United States to
coordinate the agencies on every level of the government, federal, state and local to properly
prepare for emergencies and also manage serious incidents efficiently (Carter & Carter, 2009).
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This system allows the DHS to coordinate with the FBI and local law enforcement to prevent
terror attacks and respond to threats where necessary. The DHS also created a series of Fusion
Centers, which helped meld the law enforcement and intelligence worlds with the DHS and FBI
mission, as well as the local law enforcement protection mission. Under the Fusion Centers
there is a unique focus on ensuring that all agencies are crafting strong strategies towards
responding to emerging threats and providing intelligence that could aid in helping with dealing
with threats (Carter & Carter, 2009). This allows the DHS to coordinate agencies to respond to
areas to prevent an attack, and also allows the FBI and local law enforcement the opportunity to
pursue its own law enforcement mission.
When a disaster that is terror related strikes the American homeland, the FBI is charged
with apprehending the individuals who are perpetrated the attacks (Comfort, 2005). Under the
NIMS discussed previously, the FBI also helps coordinate law enforcement response to the
disaster areas, which aids DHS efforts. If there are suspects to pursue, the FBI shares
intelligence, assets, and any other necessary material aid to the local and state law enforcement
agencies leading the response. If overwhelmed, or if the crime falls under federal jurisdiction,
the FBI can be empowered to take over the response. The expansion of responsibilities for the
FBI also grew for natural disasters, as law enforcement and other first responders have to
respond to non-man-made disaster events. This also aids DHS and FEMA because they can
focus on efficient response while ensuring that first responders, who have knowledge of CBR
devices, can aid them in this response. It allows the DHS, FEMA, FBI, and local law
enforcement to understand terrorism related hazards more efficiently. These collaborative
environments in policing, through networking, presents a pathway for helping police
departments use networking to help craft a healthier mental health work environment.
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Using Networking to Help Craft a Healthier Mental Health Work Environment
The aftermath of the September 11, 2001 terror attacks forced police departments and
other emergency management officials to confront issues related to mental health stress that
first responders experience when dealing with these events, including issues related to posttraumatic stress disorder (PTSD) or PTSD symptomology. Emergency management officials on
the state level embarked on PTSD or PTSD symptomology training programs that helped
affected officers deal with the traumatic event that had left their colleagues dead, and others
injured. These programs enable police officers to accept the past and resume their duties with
ease, despite the challenges and losses they had experienced in the September 2011 attack.
Trained personnel have been dispatched at police department institutions and have partnered
with the upper-level management in these departments to create awareness among officers.
This is where networking can be increased when it comes to helping craft a healthier
mental health work environment. Police departments, if they have the resources, can invest in
bringing in credential experts to work with the department to help officers deal with traumatic
events and other mental health stressors they suffer on the job. This would be accomplished in a
number of ways. One way is by crafting training intervention policies that focus on having
outside agencies brought in to run training programs, like CISM, that focus on PTSD
symptomology development and help breakdown the stigma of mental health issues and stress,
so officers can understand that their responses to these situations are normal (Everly et al.,
2002). A second way is by crafting internal departmental policies that address mental health
issues and crises that officers could be impacted by, with the encouragement that officers seek
outside psychiatric services. Larger police departments in the United States have already
invested in creating in-house psychiatry departments that can help officers in crisis, but there
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are concerns about if these departments will be used by officers and if officers trust that these
psychiatrists that are brought in will keep issues confidential. In smaller police departments that
do not have the resources to bring in their own psychiatrists or are worried about confidentiality
and trust issues that officers could develop with the presence of these experts, networking with
outside experts or crisis management teams on a county or state level to come in when officers
need mental health help is vital to explore. Opening up the cooperation between governmental
agencies and also bringing in the private sector through networking can provide unique benefits
when it comes to aiding officers in recovering from mental health issues. With the public
administration theories of new public management and networking explored, there is a need to
look at PTSD or PTSD symptomology in law enforcement and treatment protocols that can help
officers who have to deal with these traumatic events.
PTSD and Law Enforcement
Policing duties require law enforcement officers to experience and witness horrific and
violent events that may leave them traumatized. This puts them at risk of developing PTSD or
PTSD symptomology. The second part of this literature review will focus on PTSD or PTSD
symptomology and how it has impacted law enforcement. In a study, Hartley et al. (2013)
recognized that every adult is exposed to an event or condition that could cause either
psychological trauma or the feeling of being under stress (Hartley et al., 2013). In careers where
individuals are exposed to traumatic events, this can trigger depression and stress among the
professionals in these industries. These mental health stressors necessitate the need to
implement a strategy that will help members of the working staff cope with stressful events.
Police officers have a probability of being exposed to traumatic events of the course of a year in
a higher rate than other populations, with the markers of three months and six months being
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found to be important markers to evaluate officers for stress (Hartley et al., 2013). This justifies
the need to have permanent professionals at the law enforcement precincts that can implement
Critical Incident Stress Management (CISM) programs and its umbrella program Critical
Incident Stress Debriefing (CISD) for better stress management and prevention of PTSD
symptomology.
Health Risks to Officers
In exploring the health risks of law enforcement officers, it is found that officers have
high risks of developing detrimental health effects. This is due to the exposure to traumatic
events in their active service. Some of the health conditions these officers develop include poor
sleeping patterns and quality either in the short-term or in the long-term, drug and substance
abuse and mental health issues like depression or panic attacks. Police officers can seek
immediate help if they have trouble sleeping or concentrating on their daily duties, recounting
the horrific events, and avoiding triggers that bring back memories (Hartley et al., 2013).
A study by Zohar et al. (2011) stated that “even though such symptoms are common and
normal after experiencing or witnessing a traumatic event, law enforcement officers should not
ignore them if they happen to last for more than a month” (Zohar et al., 2011, p. 301). CISM
professionals can help in enforcing the need to not ignore these symptoms by creating
awareness among the officers they are assigned to help. This is accomplished by educating the
law enforcement officers on what to expect the first few days after being actively involved in a
traumatic event, but also by noticing that some individuals might need more specialized
treatment to manage the after-effects of the trauma, as CISM is not a replacement for
psychiatric treatment.
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Officers that are Impacted by Trauma
Researchers Waters and Ussery (2007) suggested that the “severity of an event,
including an emergency or terror attack, directly affects the probability of developing PTSD
among law enforcement officers” (Waters & Ussery, 2007, p. 170). For instance, when an
emergency results in the loss of colleagues through accidents, being shot by a suspect, or natural
causes, police officers expressed that they were often unable to find a way to prevent the
development of PTSD symptomology (Waters & Ussery, 2007). When there is an emergency
incident that results in no casualties, officers reported that they were easier able to find a way to
prevent the development of PTSD symptomology (Waters & Ussery, 2007). Officers that
respond to more than one traumatic event within a short-time however, may have difficulties in
coping that could lead to them experiencing PTSD symptoms.
Female police officers are statistically more likely to develop PTSD symptoms after
experiencing a traumatic event, when compared to the rates that their male counterparts develop
PTSD symptoms (Hartley et al., 2013). New recruits to the field also find it hard to cope with
the demands of their career, making them more prone to developing PTSD. However,
personality and character traits play a major role in the way law enforcement officers handle
themselves after going through a traumatic event. For instance, irrespective of the gender of a
police officer, each individual is expected to make critical decisions in emergencies or terror
attacks. External and internal factors related to an officer coping ability affect the probability of
developing PTSD symptoms (Hartley et al., 2013). An officer who is able to work under
pressure and have stress coping mechanisms are less likely to develop PTSD symptoms.
External factors like rejection from the society and bad media coverage have also been found to
have a negative on an officer. This is important to discuss, because officers may feel
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unappreciated and unrecognized, despite the efforts and sacrifice they put in to ensure law and
order are maintained in the society (Hartley et al., 2013). These feelings can lead to depression
to develop, which puts an officer at a greater risk for developing PTSD symptoms if their
mental health or coping abilities begin to suffer.
If any officer is faced with the decision to shoot a suspect, and thus neutralizing them
from committing an attack, there are additional stressors that can impact officers. These
stressors include that an officer must consider whether his or her life is in immediate danger, if
the public could be harmed if they are forced to exchange fire in an open-air space with a
suspect, and if they are justified in using deadly force. Deadly use of force confrontations that
happen during a civilian interaction may make law enforcement officers feel under intense
mental stress, during and after the situation. Reflecting on such events has been clinically found
to sometimes provoke the development of PTSD symptoms, especially if an officer failed to
stop a suspect from attacking his or her colleagues. Officers suffering from PTSD symptoms,
and who have not received any form of post-exposure intervention through CISM or psychiatric
treatment in a medical environment, may have difficulties making decisions when confronted
with a sensitive issue that needs immediate action (Hartley et al., 2013). This could lead to
serious ramifications to law and order, or even the mitigation of a major emergency incidents.
Experiencing Trauma is Inherent to the Job of a Police Officer
According to McCanlies et al. (2014), trauma in the police department is an inevitable
part of the occupation that an individual entering policing will encounter (McCanlies et al.,
2014). There is necessity, then, for leadership to craft intervention protocols that teach officers
not only how to deal with possible PTSD symptomology development, break down the stigma
of suffering from stress and mental health issues and craft departmental polices that help
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officers receive psychiatric treatment if needed (McCanlies et al., 2014). Preventive measures
like CISM and training interventions will control or limit the extent to which law enforcement
officers feel traumatized after events. Regular training sessions and workshops should be
conducted in police departments to educate the officers on ways they should take care of their
psychological and mental wellbeing (Waters & Ussery, 2007). Trauma awareness and
inoculation training will equip the officers with the right information pertaining to any
symptoms they might develop after responding to a traumatic event. Officers must also know
that they can seek outside psychiatric treatment when needed, as these preventative measures
like CISM are not a replacement for psychiatric help (McCanlies et al., 2014). The police
academy can incorporate the aspect of creating awareness in trauma and PTSD among officers
that have not been dispatched to officially start their duties. This will prepare the police
academy students of what to expect in the field. Therefore, once they are dispatched, new
recruits will know actions they can take to protect their mental wellbeing (Waters & Ussery,
2007). The performance will be enhanced both in the short-term and in the long-term for both
the police department and the country as a whole, as they are able to stay on the job mentally
and physically strong.
In many of the studies across the literature, high rates of PTSD symptomology among
law enforcement officers were reported at a rate higher than the general population, with study
populations putting PTSD symptomology at a rate between 7-19 percent (Evans et al., 2013In
comparison, the general population suffers from PTSD symptomology at a much lower rate,
with study populations putting PTSD symptomology at between 2-3.5 percent (Evans et al.,
2013). In the early parts of the last century, little or no attention was given to law enforcement
officers that had gone through a traumatic event, as there were no channels of assessing help.
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Supervisors and management teams in most police departments had no information or ideas on
how to assist their juniors that approached them with symptoms that appeared as PTSD, after
handling a sensitive case that left them traumatized. Most heads of departments assumed that
once their juniors went home, they would naturally heal and come back to perform their duties
as if nothing had happened. The possibility of not getting empathy from colleagues or
supervisors pushed some police officers to adopt unhealthy coping strategies that involved
excessive use of alcohol (Evans et al., 2013). This put them at risk of facing the disciplinary
committee at the workplace, and further aggregating their PTSD symptoms (Evans et al., 2013).
Officers had been forced to take refuge in the comfort of their family members or external
therapists, all who may not be professionally qualified or capable enough to handle the needs of
the police.
Treatment Protocols that Aid Officers in Dealing with Trauma
In the modern day, the dangers of high-stress levels on the workplace have received
international recognition, and management teams of police departments are coming up with
innovative ways to assist the members of their staff. Training members of staff on stressmanagement techniques is crucial to the success rate of police departments (Skogstad et al.,
2013). In the last decade, most suicides reported in the first responder field were those of police
officers (Stanley et al., 2016, p. 35). Officers reported not only higher levels of stress while on
the job, but also the development of mental health conditions from work stress, which produced
a suicide rate as high as 47 percent in the impacted population (Stanley et al., 2016). Peer
support groups in police departments are important, but professional assistance is crucial to
police officer’s mental health future. Haugen et al. (2012) argued that having annual mental
check-ups for active law enforcement officers would help reduce the sense of feeling
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overwhelmed by the stressors on the job, help reduce the number of officers who have mental
health conditions and would reduce the number of suicides (Haugen et al., 2012). Sponsored
therapist sessions with professionals trained in CISM, with the ability to increase referrals to
outside psychiatric treatment, could help save hundreds of officers per year from developing
PTSD symptomology and prevent many more from committing suicide. Retired officers also
need to have mental health programs and regular check-ups to determine if they are
experiencing PTSD. Increased suicide rates among military veterans have been closely linked to
PTSD symptomology, including those who went on to work in law enforcement (Skogstad et
al., 2013). The experiences of the military on the matter of PTSD and suicides are vital to the
development of mental health policies that will aid law enforcement officers (Evans et al.,
2013). Veterans can also be welcomed at the awareness programs to motivate and encourage the
young officers to seek professional assistance in case they feel stressed.
Until the past few decades, when PTSD or PTSD symptomology was recognized as an
issue that affects law enforcement officers, police have suffered due to lack of a channel to
release the tension they have carried after responding to a traumatic event. The rise of serious
emergencies like terrorism or a pandemic in the world has put pressure on law enforcement
officers who are expected to be ready to act in stopping terror attacks or handling serious
medical emergencies. The fear of the unknown about what will happen to them if they are killed
during an attack, sickened by a pandemic, and the welfare of their immediate families puts
pressure on the officers after these incidents. PTSD conditions can become severe after officers
receive pressure from their supervisors to perform (Heffren & Hausdorf, 2016). Failure to
recognize that one needs assistance from qualified mental health personnel can be assessed to
increase the prevalence of PTSD among officers.
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Exposure therapy is one of the strategies used in the management and treatment of PTSD
or PTSD symptomology among police officers that has shown success. This therapy allows an
officer to express him or herself to a professional who does not judge the officer. There is no
allocated number of sessions that an officer should attend before they can be stated to have
recovered from PTSD, rather, this therapy strategy allows each person to heal at their own
individual pace. This therapy recognizes that officers have different stress coping mechanisms,
meaning that some need more attention than others. Trained professionals administering the
exposure therapy follow-up with their clients for a period of six months after the last session,
giving the police officers enough time to heal and recover even after they resume their
responsibilities in the workplace. Police officers that have severe PTSD or PTSD
symptomology receive a different treatment schedule than those with an acute level. A
combined and comprehensive treatment therapy is applied for severe cases. The personalized
treatment identifies underlying issues that an officer might have that prevent him or her from
healing naturally (Haugen et al., 2012). An officer trained in CISM might be used to handle
recognizing what officers are approaching these problematic states, since he or she understands
the nature and demands of the job and can help these other officers by referring them to these
outside psychiatric services. However, due to confidentiality concerns and also concerns with
how support processes are handled, an outside CISM specialist would serve to better handle the
assessment and referral of the officer from each department. What CISM and CISD are is
explored in the third part of this literature review.
Critical Incident Stress Management and Critical Incident Stress Debriefing and Policing
The third and final part of this literature review will focus on the general overview of
Critical Incident Stress Management (CISM) and its umbrella program of Critical Incident

32
Stress Debriefing (CISD) as strategies adopted in law enforcement departments that enable
police officers to understand how to handle crises in the short-term, understand why stress and
PTSD symptomology are normal developments after experiencing a traumatic incident and how
to find a pathway to returning to normality (Guenthner, 2012).
Jeffery Mitchell and George Everly, Jr. are the founders of CISM (Guenthner, 2012).
Mitchell and Everly focused on first responders to the fact that they had clinical and personal
experience working with these individuals in understanding the stress and traumatic events that
first responders experience (Guenthner, 2012). CISM is focused on understanding that first
responders, especially police officers, know how to deal with stress (Guenthner, 2012). The
concern is that traumatic incidents happen in such a way that specific events can linger with an
officer, when they normally would have processed the issue in the past more efficiently and that
they need to understand this trouble with coping is a normal process (Guenthner, 2012).
Understanding that law enforcement officers are human beings with psychological needs
is important, as it allows the CISM team to be responsible for helping stabilize the short-term
mental health of officers in a law enforcement department. It is not a replacement for
psychiatric treatment and is not itself considered a treatment protocol (Guenthner, 2012). A
solid CISM team will factor in strategies that will help police officers in the short-term and in
the long-term (Guenthner, 2012). This part of the literature review will describe and justify the
importance of managing PTSD symptomology in the lives of law enforcement officers,
understanding that CISM and CISD do not replace psychiatric treatment. Moreover, this part of
the literature review will highlight the development of PTSD symptomology in law enforcement
officers and how CISM has helped with training and post-exposure intervention in policing.
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Critical Incident Stress Management Explained
Critical Incident Stress Management (CISM) is a special type of stress management
intervention strategy, used in crises by departments that handle serious incidents. CISM has the
intention to offer support to individuals that have gone through a traumatic event. Physical,
emotional, and psychological support is important for people that have experienced any type of
stress or traumatic incident (Miller, 2006). CISM is comprised of different steps and
components that ensure the wellbeing of individuals are addressed. This intervention program
produces positive results when implemented in the right way, as it can be used to help
individuals, groups, communities, or organizations. It is common for people to be exposed to
trauma once a stressful or critical incident takes place, meaning that there is a higher probability
that they will experience some form of damage psychologically (Guenthner, 2012). The CISM
steps work by creating a pathway for natural recovery for traumatized individuals, as well as
reducing the negative impact on their minds after a critical incident has taken place (Guenthner,
2012). Additionally, CISM enables people to adjust and restore their natural and functioning
coping skills with ease; meaning that individuals should be able to perform their duties
satisfactorily after going through the CISM process.
Law enforcement officers’ have unique job demands in the line of duty, which can
produce impacts to a person’s emotional, physical, and psychological wellbeing (Heffren &
Hausdorf, 2016). Due to the urgency and unpredictability of their jobs, law enforcement officers
may have “no time to go through a pre-crisis preparation program that will educate them about
the possible events that will take place or happen during the response time” (Pasciak & Kelley,
2013, p. 138). Officers are expected to respond immediately, and apply their creative and
critical thinking skills, to reduce the damage to life and property. It is only after the officers
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have responded to an emergency, that many officers are eligible to receive the CISM counseling
(Miller, 2006). Miller (2006) suggested that modern-day management teams in studied police
departments that have CISM, have introduced the concept of a pre-crisis preparation as a
strategy to make officers aware of what might happen when they are performing their duties
(Miller, 2006). In departments that have pre-crisis preparation and CISM in-place, officers are
encouraged to seek intervention immediately if they start experiencing PTSD symptoms after
responding to an emergency.
Integrating CISM Practices into Departments
Professionally trained mental health personnel are often called upon to provide CISM to
law enforcement officers given their unique skill sets and also their knowledge of trauma
(Heffren & Hausdorf, 2016). These mental health professionals are trained to implement the
CISM so that it can produce results both in the short-term and in the long-term. Certification
from the International Critical Incident Stress Foundation is required by the leadership of many
police departments, before they can employ a professional that will be dispatched to handle the
officers in their department before and after these officers have responded to a crisis (Heffren &
Hausdorf, 2016). Police departments may sponsor some of their officers to go through the
CISM training program, as they will understand the needs of their colleagues since they are also
exposed to similar traumatic events, but this not often the norm (Pasciak & Kelley, 2013). This
unique training situation looks to focus less on the intervention of mental health professionals,
and more on the development of creating a culture of understanding within a department, and
these officers will have training to assess psychological disturbances in others that would
require further intervention from a psychiatric specialist. Any type of CISM intervention
programs that are put in-place must address issues like anxiety, acute stress, depression, panic
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attacks, and loss of self-esteem and confidence among law enforcement officers that have gone
through a traumatic event (Pasciak & Kelley, 2013). This is because many of these symptoms
are frequently seen as either early warning signs of PTSD, or as directly related symptoms of
diagnosable PTSD.
A CISM trained first responder that works with law enforcement department will often
assess the current needs of either a group of officers or an individual officer, and then develop a
strategy that can help with providing these officers with an understanding of their mental health
issues (Guenthner, 2012). CISM can be used in combination with other intervention programs
for better, and more effective results. A police officer might have an underlying mental health
condition before they come on the job, making them more prone to psychological disturbances
after being exposed to a traumatic event. This will cause a CISM trained first responder to direct
them to a psychotherapist, who will handle their special needs.
Critical Incident Stress Debriefing Explained
Critical Incident Stress Debriefing (CISD) is a responsible strategy that has gained
popularity in the law enforcement industry as an umbrella program under CISM and is used as a
medium for officers to support themselves after going through traumatic stress in their line of
work. A CISD team will be comprised of trained peer supporters, who will use their knowledge
of traumatic incidents that officers could experience, with the counseling interventions that have
a proven track record of success, to then interact with the officers on a peer-to-peer level
(Miller, 2006). These peer supporters provide a forum where officers can share with each other,
enabling them to understand that each of them is battling a different kind of hardship. The
connection created amongst the traumatized officers’ eases tension in their minds as they relate
with each other and understand that everyone experiences stress while on the job. Each officer
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is given a chance to mentally reflect on what took place during the traumatic event they
experienced and discover their emotional and physical responses to the situation. Opening up an
officer’s mind helps them describe their worries, stresses, and fear of the unknown as a team.
According to Tucker (2015); some law enforcement officers will trust these peer support groups
more than a psychiatric expert because a fellow officer will either have experience the same
traumatic incidents or will not judge them as harshly as a psychiatric professional might
(Tucker, 2015).
These peer support groups are based on trust when the CISD processes are taking place,
meaning that no outsiders, like people in other professions are allow into a session (Barboza,
2005). There is an assumption of the officers, who would become patients to these outside
professionals or are not part of the same professional field, that it would be hard for these other
professionals to understand exactly what officer do in the line of duty or even have the ability to
understand that the trauma they experience may have a different presentation than in other
professions (Barboza, 2005). The timing and frequency of traditional CISD sessions may justify
the inclusion of law enforcement officers only in the peer support groups. This is because a
traditional CISD support program is supposed to be held immediately after an incident has taken
place, with a timeframe given as being ideal in a timeframe of 24-to-72 hours after the incident
has taken place (Barboza, 2005). Other professionals that handle traumatic incidents, like
firefighters, may not handle emergencies as frequently when compared to the law enforcement
officers. This is an important distinct to draw, because other professions will need CISD
sessions as the need arises, while police are shown in studies to need continuous CISD sessions
(Barboza, 2005). Traditional CISD programs create awareness on the part of the law
enforcement officers as they are informed on what to expect as they deal with the traumatic
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event in their lives. They are also trained on strategies they can adapt to prevent negative effects
on their short-term and long-term psychological health after experiencing a traumatic event
(Pasciak & Kelley, 2013). The chance for officers to engage in peer support CISD programs
allow the officers to reminisce about what took place during a traumatic incident and enables
the officers to understand that having an emotional or mental response to the situation is normal
(Pasciak & Kelley, 2013). This type of peer support counseling allows officers to understand
that they did their best to handle the emergencies in the best way possible.
Integrating CISD Practices into Departments
Traditionally, CSID programs have been employed in group discussions, with the
assumption that each officer will naturally get healing through sharing with their colleagues
(Pasciak & Kelley, 2013). This ignores the fact, however, that people have different reactions to
critical and traumatic incidents. Barboza (2005) argues that CISD programs should be applied in
group programs as well as in conjunction with a mental health specialist (Barboza, 2005).
Customizing the CISD treatment process enables officers to communicate with ease without the
fear of being stigmatized (McFarlane & Williams, 2012). The justification for giving
personalized guidance and counseling to each officer, is to allow them to express and
communicate their experiences in a comprehensive fashion and allows for special treatment to
be tailored that aids that specific officer. Some officers may need more CISD sessions than
others because of the differences in their coping mechanisms (McFarlane & Williams, 2012).
This has to do with the differences in individuals psychological processing ability, and an
individual’s personal reactions to emergencies.
Peer supporters conducting the CISD sessions may prefer conducting the program near or
on the site of the emergency, ideally trying to invoke a memory of the incident in the officers
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who experienced the incident (Pasciak & Kelley, 2013). Conducting the CISD process
immediately helps prevent the development of clinical and medical symptoms affecting the
physical, emotional, and psychological character of the officer. Holding the CISD session later
than the recommended 24-72-hour time frame may affect the wellbeing of the impacted
officers. For instance, officers may turn to drugs or miss work as they battle with the
psychological trauma from an event.
At the first CISD session, the peer support professionals assess the impact of an incident
on the law enforcement officers, and then identifies the best strategy to adopt in the healing
process (Pasciak & Kelley, 2013). A defusing strategy is then embraced to allow the police
officers to express emotions, help give expression to problematic thoughts, and decompress
from a troubling experience (Barboza, 2005). The CISD program enables the officers to
understand that some of them might feel the traumatic stress and emotions immediately after the
event, while some may experience them over a varying period of time. With all of these aspects
explored, a conclusion can be reached about the need for comprehensive training interventions
and mental health policies that addresses PTSD symptomology among law enforcement
officers.
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Chapter Three: Data and Methods
Introduction
In reviewing the academic studies that have been done on the issue of the development of
mental health issues in law enforcement officers, and its impact on the ability of these officers
to accomplish their duties, there was a research priority to narrow the exploration to those that
focused exclusively on the law enforcement officer’s experiences. The goal of ensuring that
adequate training interventions and mental health services are provided to all law enforcement
officer as a public policy measure spurred the author to craft research questions on this topic
area that are statistically measured. The purpose of this study is to query current law
enforcement officers in Montgomery County, Pennsylvania on the mental health stressors they
have experienced on the job, the impact these stressors have had on them, the development or
existence of anxiety, the development or existence of depression, the development or existence
of suicidal thoughts, the development or existence of alcohol and drug abuse, and the success of
currently existing critical incident stress debriefing or critical incident stress management
protocols are working to help combat these mental health stressors. The survey intentions,
combined with a quantitative analysis, are to expand upon existing research on post-traumatic
stress disorder, mental health stressors, and post-exposure intervention protocol success to a
sampling of law enforcement officers in Pennsylvania that had not been explored adequately.
Methods, Population Selection, and Sampling Method
The analysis of the law enforcement officers in the selected population group allowed for
a review of the success of post-exposure treatment protocols in a large sampling group of law
enforcement officers. The survey collected data from 155 respondents from Montgomery
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County, Pennsylvania law enforcement officers with the overall population sample numbering
roughly 1,200 members, as of early 2021. This represents a sampling of 12.9%.
Most of the data gathered in the academic review explored used self-reporting studies,
which were accomplished in a series of surveys sent out to officers identified by the law
enforcement departments selected for the studies as having been on duty for a set period of time
and asking them about their mental health status. This same measurement was undertaken in
this study through a quantitative method. The main goals of this quantitative study are to try to
determine the severity of the mental health issues that law enforcement officers suffer from and
the extent to which preferred post-exposure intervention protocols get them back to stability.
Population Selection
The selection criteria of the members of this population group are directly tied to the
concepts of the study. First, this population group in Montgomery County, Pennsylvania had not
been explored extensively by a research study with regard to their experience with mental health
stressors while on the job. While the Montgomery County police departments have developed
post-exposure intervention protocols for officers that experience serious incidents, there is little
exigent research that demonstrates how serious the mental health stressors this population of
officers in Montgomery County, Pennsylvania is experiencing that could be discovered during
evaluation of scholarly research articles. Part of the post-exposure intervention protocols that
Montgomery County, Pennsylvania has developed is the existence of a Crisis Incident Stress
Management Response Team, which is a network of mental health professionals and volunteer
peer-support who can help officers after experiencing a traumatic incident or who are
experiencing mental health issues. Exploring the effectiveness of this already created network is
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vital to providing the justification for the existence of this study in relation to public
administration.
Second, this population group is useful because of its sheer size. The number of police
departments in Montgomery County, Pennsylvania is fifty-four, with an average of twenty-five
officers per department. This large sample pool presented a rich amount of data points to draw
from, and provided for an extensive demographic of officers to sample. The quantitative
research snow-ball sampling study was provided to 25 candidates that were each part of one of
the fifty-four police departments to email out to their fellow officers. This allowed for voluntary
cooperation by officers within the departments, without concern for how this will impact their
job standing. The original sampling of officers was provided with an anonymous survey link
that they used to answer the survey and were able to pass onto their fellow officers. A
requirement of clicking on an option to consent to the survey was provided at the beginning of
the survey to satisfy IRB requirements.
Sampling Method
The data collection protocol for this research study is a 41-question survey. The survey is
a combination of survey questions, with modifications, from The Police Stress Survey (1981),
The PTSD Checklist for DSM-6 with Life Events Checklist for DSM-5 (2013), Primary Care
Evaluation of Mental Disorders Patient Health Questionnaire (1999), Ask Suicide-Screening
Questions (ASQ) Toolkit (2014), and the Drug Use Questionnaire (2008). The survey was
administered via Qualtrics through electronic communication. The use of Qualtrics with
electronic transmission was chosen due to its low cost and ease of deliver to selected
respondents. SPSS was used to code and analysis the response data. The questions from the
survey can be found in Appendix B.
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Research Question
The central question that grounded this research is: are mental health stressors impacting
the ability of law enforcement officers to complete their duties despite the existence of postexposure intervention protocols? The development of mental health issues in law enforcement
officers, and its impact on the ability of these officers to accomplish their duties despite the
existence of post-intervention protocols created a number of variables for study. These variables
required a series of hypotheses to be tested.
The study benefits from the fact that research on mental health issues in law enforcement
focus solely on two factors. The first factor that is often explored is what mental health stressors
law enforcement officers experience while on the job, and the likelihood that post-traumatic
stress disorder would develop in the population (Bowler et al., 2010). The second factor that is
often explored is the existence of a post-exposure intervention protocols, and not solely on its
success in this large suburban law enforcement population. This research allows for a
combination of the mental health stressors that law enforcement officers experience with the
success of post-exposure intervention protocols to create a pathway for developing public policy
to help return officers to adequate mental stability.
The study addresses the research question through six hypotheses.
These hypotheses are:
•

Hypothesis One (H11): PTSD symptomology in police officers differs by gender for
those exposed to CISM intervention.

•

Null Hypothesis One (H01): PTSD symptomology in police officers does not differ by
gender for those exposed to CISM intervention.
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•

Hypothesis Two (H12): PTSD symptomology in police officers differs by ethnicity for
those exposed to CISM interventions.

•

Null Hypothesis Two (H02): PTSD symptomology in police officers does not differ by
ethnicity for those exposed to CISM interventions.

•

Hypothesis Three (H13): PTSD symptomology in police officers differs by age for those
exposed to CISM interventions.

•

Null Hypothesis Three (H03): PTSD symptomology in police officers does not differ by
age for those exposed to CISM interventions.

•

Hypothesis Four (H14): PTSD symptomology in police officers differs by years on the
job for those exposed to CISM interventions.

•

Null Hypothesis Four (H04): PTSD symptomology in police officers does not differ by
years on the job for those exposed to CISM interventions.

•

Hypothesis Five (H15): PTSD symptomology in police officers differs by stress
experienced on the job for those exposed to CISM interventions.

•

Null Hypothesis Five (H05): PTSD symptomology in police officers does not differ by
stress experienced on the job for those exposed to CISM interventions.

•

Hypothesis Six (H16): PTSD symptomology in police officers differs by in those who
are suffering from mental health issues for those exposed to CISM interventions.

•

Null Hypothesis Six (H06): PTSD symptomology in police officers does not differ by in
those who are suffering from mental health issues for those exposed to CISM
interventions.
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Research Design
This study uses a survey that had multiple-choice questions, 2-point, 5 point, and 7-point
Likert scale questions, and open-ended questions. The survey is broken down into five sections.
The first section consists of four questions that identified basic key identifiers about the
respondents. These identifiers were age, gender, ethnicity, and years on the job. The second
section consists of five questions (questions 6-11) that focused on mental health stressors that
law enforcement officers could experience on the job. These six questions were modified from
the following pre-existing surveys: The Police Stress Survey (1981), The Operational Police
Stress Questionnaire (PSQ-OP) (2013) and The PTSD Checklist for DSM-5 with Life Events
Checklist for DSM-5 (2013).
The Police Stress Survey (1981) and The Operational Police Stress Questionnaire (PSQQP (2013) both uses 7-point Likert scale questions to determine the level of stress experiencing
or knowing a colleague experienced a specific event has on a law enforcement officer, with 60
total data points (The Police Stress Survey, 1981 & McCreary & Thompson, 2013). If a
respondent answered a 4 or higher on 50 or more events from the Pascack Police Stress Survey,
the respondent was listed as suffering from a “moderate-to-high” level of stress (The Police
Stress Survey, 1981). If a respondent answered a 4 or higher on 20 more events from The
Operational Police Stress Questionnaire (PSQ-QP), the respondent was listed as suffering from
a “moderate-to-high” level of stress (McCreary & Thompson, 2013). This author created 7point Likert scale questions that separated out stressful events that officers are likely to
experience on the job from both surveys, with a scaling based on whether or not the event
happened to them or a colleague, shortened the events down to 38 total events, and increased
the time periods to 6- and 12-month time periods of experience. The level of stress was scored
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from a range of 1-7. A score of 1 meant that the event caused “no stress at all.” A score of 7
meant that the event caused “a lot of stress.” This is outlined in Figure 1.
Figure 1. Level of Stress Either Experiencing or Knowing a Colleague who Experienced a
Stressful Event Has on a Respondent (McCreary & Thompson, 2013).
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The PTSD Checklist for DSM-6 with Life Events Checklist for DSM-5 (2013) uses a 5point Likert scale questions to determine if a traumatic event happened to a respondent in their
lifetime, and what impact this event had on the respondent (The PTSD Checklist for DSM-6 with
Life Events Checklist for DSM-5, 2013). This author created a 5-point Likert scale questions that
asked for a level of impact stressful events that officers are likely to experience on the job or a
colleague would experience on the job had on them, with a scaling based on whether or not it
happened to them or a colleague, and the level of impact the event caused the respondent in a 6
month and 12-month time period. The level of impact was shortened from 20 impact points in the
original PTSD Checklist to 17 impact points on this survey. The level of impact was scored from
a range of 1-5. A score of 1 meant that an event had an impact of “not at all.” A score of 5 meant
that an event had an impact of “extremely.” This is outlined in Figure 2.
Figure 2. Impact Either experiencing or Knowing a Colleague who Experienced a Stressful
Event Has on a Respondent (The PTSD Checklist for DSM-6 with Life Events Checklist
for DSM-5, 2013)
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For questions 6-11 the different median score was used from the original surveys, with
the slightest alteration for the PTSD Checklist questions. If a respondent scored a 4 or higher on
the level of stress scale from the Police Stress Survey (1981) from a mean of the 38 events
listed, then the respondent was listed as suffering from “moderate-to-high” stress levels on the
job. If a respondent scored a 3 or higher on the impact scale from the PTSD Checklist survey
(2013) from a mean of the 17 impact points on the scale, then the respondent was coded as
suffering from “moderate-to-extreme” PTSD symptomology.
The third section consists of four questions (questions 12-15) that focused on mental
health issues that officers can suffer from either from experiences on the job or from preexisting mental health issues before they entered on the job. The questions were either 2- or 4point Likert scale questions that were derived from the Primary Care Evaluation of Mental
Disorders Patient Health Questionnaire (1999) and Ask Suicide-Screening Questions (ASQ)
Toolkit (2014), using a modified scoring from the original questionaries. For the Ask SuicideScreening Questions (ASQ) Toolkit (2014) modification, the respondent was asked a series of 6
questions centered around suicidal thoughts or actions and were asked to rank if they or
someone they knew suffered from these thoughts or actions using a 4-point Likert scale. The
reasoning for asking if the respondent experienced these suicidal thoughts or actions, or if
someone they knew did was to allow officers to feel comfortable answering if they had these
thoughts or actions. If a respondent answered “yes” on at least 3 questions, they were coded as
having pre-existing suicidal thoughts or actions. This is outlined in Figure 3.
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Figure 3. Suicidal Thoughts or Actions Experienced in the Past Month by Themselves or
Someone They Know (Ask Suicide-Screening Questions (ASQ) Toolkit, 2014)
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The Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (1999)
was modified for both anxiety and depression. For anxiety the respondent was asked a series of
7 questions focusing on if they had been bothered by certain anxious thoughts in the past month,
using a 4-point Likert scale. If a respondent answered between “More Than Half the Days-toNearly Every Day” on 3 more questions they were scored as having anxiety and were coded as
such. This is outlined in Figure 4.
Figure 4. Anxious Thoughts Experienced in the Past Month by Respondents (The Primary
Care Evaluation of Mental Disorders Patient Health Questionnaire, 1999)
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For depression the respondent was asked a series of 4 questions focusing on if they had
been bothered by certain depressive thoughts or behaviors in the past month, using a 2-point
Likert scale. This 2-point Likert scale was a simple “yes” or “no.” If a respondent answered
“yes” on 3 more questions they were scored as having depression and were coded as such. The
only modifications the author made was to delete some non-relative questions, which lowered
the scoring coding. The fourth section consists of twenty questions (questions 16-35) focused on
the usage of both Critical Incident Stress Management and Critical Incident Stress Debriefing in
department post-exposure intervention protocols, with one section focused on pre-intervention
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protocols to gather data for a future study. The fifth, and final section consists of six questions
(questions 36-41) focused on how the police departments handle psychological issues, and if
services could be modified, to gather data to be used for a future study. The survey was devised
for future usage in follow-up research studies in the area of effectiveness of the postintervention treatment protocols and psychological interventions in handling PTSD or PTSD
symptomology and created a number of suitable points of data for analysis.
Operationalization of Concepts and Variables
The operationalization of the concepts is achieved by defining a key set of variables that
were gathered from academic studies and will be replicated in this study. In the matter of the
gender of the officers explored, the officers were asked if they were either born male or female,
or self-identified as either gender. These were key variables that developed, because it will
change the population study group demographics (Gabriel et al., 2007).
In addressing the age of the officers, the ages twenty-one to fifty-five were used to not
only put the officers into sub-population groups that were generationally defined; but also
provided operationalization by finding out how many years the officers were on the job, on
average, before exposure that would cause mental health stressors or even PTSD to develop
(Marmar et al., 2006). This creates two unique sets of variables. First, those who had been on
the job longer had differing rates of PTSD or PTSD symptomology than those who had been on
the job in a short time. Second, the age group of the officers caused differing post-exposure
intervention responses.
In addressing the ethnicity of the officer’s present in the department; this was
operationalized by breaking down the officer groups into the ethnic groups of White, Black or
African American, American Indian or Alaska Native, Asian, Native Hawaiian or Pacific
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Islander, and Other (Marmar et al., 2006). These are presented to be the only known ethnic
groups present in the departments explored in academic studies and were the only known set of
variables as well. Finally, in looking at the officers who had developed mental health issues or
even PTSD symptomology, this was operationalized by sorting out those officers who had
developed PTSD symptomology from other reasons besides this specific exposure duty
(Levenson, 2007). All other incidents that caused officers to develop PTSD symptomology
outside of work were explored, as not collecting this data would create variables that could
invalidate the research study.
In the second set of concepts discussed in the preceding section, the operationalization of
the concepts is achieved by defining the mental health condition of PTSD from the academic
studies and was replicated in this study. There are other mental health disorders that were found
to be present in the officer groups who fit the study criteria but would not fit the accepted
clinical definition of PTSD (Schwarzer et al., 2014). The mental health variables known to exist
in those who experience PTSD were anxiety, depression, anger, inability to accomplish the
duties assigned to the officer, and over-aggression (Schwarzer et al., 2014).
In the third set of concepts the operationalization of the concepts is achieved by defining
if a law enforcement agency had a post-exposure intervention protocols for officers who
experienced a traumatic incident or may have been discovered by a peer specialist to be
showing mental health crisis points from the academic studies and was replicated by this study.
Most law enforcement departments explored in academic research had pre-existing postexposure intervention protocols for the use of deadly force, and the response to a crime scene
involving rape, murder, or child death (Dowling et al., 2006). Post-exposure intervention is a
unique concept because it deals with specifically addressing the incidents discussed and
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providing targeted therapy on how to help an officer deal with trauma (Dowling et al., 2006) In
this study it was found that Montgomery County has created a Critical Incident Stress
Management Team that addressed post-exposure interventions, so this was addressed in this
study.
Once the concepts were operationalized, the independent and dependent variables for this
study became clear. Independent variables of Gender (these were done separately for men and
women each, like the authors of the academic studies did as well), Ethnicity, Age, Years, Stress
(experienced on the job), Mental Health Status, and Post-Intervention Protocol were the
variables that were tested by this study and were coded the same as it was in the academic
studies explored, except for Stress (experienced on the job) and Mental Health Status. For the
variable of “Stress (experienced on the job)” a modification of the checklist criteria from the
Police Stress Survey (1981) and the Operational Police Stress Questionnaire (PSQ-Op) (2013)
was used for coding the respondents. If a respondent scored a 4 or higher on the level of stress
scale from the Police Stress Survey (1981) from a mean of the 38 events listed, then the
respondent was listed as suffering from “moderate-to-high” stress levels on the job. If a
respondent scored a 4 or higher on the level of stress scale from the Operational Police Stress
Questionnaire (PSQ-Op) (2013) from a mean of the 20 events listed, then the respondent was
listed as suffering from “moderate-to-high” stress levels on the job. These measurements were
all combined together to come up with a uniform 1-7 ranking scale for the level of stress. For
the variable of Mental Health Status, a modification of the checklist criteria from Primary Care
Evaluation of Mental Disorders Patient Health Questionnaire (1999), and the Ask SuicideScreening Questions (ASQ) Toolkit (2014) were used to code the respondents. If a respondent
answered as having three or more symptoms of the tested for mental health conditions, the
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respondent was coded as having mental health issues. These variables are shown to help narrow
down the population groups and experiences on the job that can create mental health stressors,
which, in turn, helps answer the research question. For Post-Intervention Protocol, this variable
was coded based on whether or not CISM or CISD post-exposure interventions had ever been
experienced. This variable was selected specifically because the research question is trying to
answer how mental health stressors are impacting officers job performance, and how they can
best be returned to duty and mental stability.
Finally, the dependent variable of PTSD was tested in this study. This dependent variable
came from a modification of the PTSD Checklist for DSM-6 with Life Events Checklist for
DSM-5 (2013). For PTSD if a respondent scored a 3 or higher on the impact scale from the
PTSD Checklist survey (2013) from a mean of the 17 impact points on the scale, then the
respondent was coded as suffering from “moderate-to-extreme” PTSD symptomology. Drug use
was also accounted for as a factor related to PTSD and was drawn from the Drug Use
Questionnaire (2008) for coding. If a respondent answered as using drugs for anything other
than a medical reason or alcohol to the point of intoxication, they were coded as having drug
use issues as part of their PTSD symptomology. How officer’s mental health declines on the job
due to the development of PTSD symptomology, even if there was the existence of postexposure interventions, helped determine the necessity for a policy that helps return officers
back to mental stability.
Data Analysis
In the breakdown of the academic studies focused on the area of law enforcement officers
and the development of Post-Traumatic Stress Disorder (PTSD), a large set of variables were
devised to use in this study. The demographic variables were devised first, and then the
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variables of Years, Stress (experienced on the job), Mental Health Status and Post-Intervention
Protocol were devised to delineate statistically significant relationships with the dependent
variable of PTSD. These demographic variables were Gender, Ethnicity, Age, and Years, which
produced some descriptive statistics about the population sample.
The overwhelming majority of respondents were male; 90% of respondents selfidentified as male. The remaining 10% of respondents self-identified as female. No respondents
self-identified as not wanting to identify their gender. The Gender variable breakdown fit within
expected results based on known demographics within the suburban law enforcement
departments.
White officers made up the overwhelming majority of respondents; with 76.1% of
respondents self-identifying as White (n = 118). The next 16.8% of respondents self-identified
as Black or African-American (n = 26). The remaining 7.1% of respondents self-identified as
Other (n = 11). No respondents self-identified as American Indian or Alaska Native, Asian, or
Native Hawaiian or Pacific Islander. The respondent group was surprisingly not as diverse as
anticipated for a major suburban environment when breaking down the Ethnicity variable.
The Age variable provided for an interesting range of breakdowns. Respondents between
the ages of 35-45 (n = 98) were the majority; with 63.2% of respondents being within this age
group. The next 23.9% of respondents were between the ages of 46-55 (n = 37). The final
12.9% of respondents were between the ages of 21-34 (n = 20). This suggested an older skew
when it came to the age of the respondents.
An older skew to the population sample produced an unsurprising result in terms of Years
on the job variable, in that it followed a somewhat similar pattern as the Age variable.
Respondents with 16-20 years (n = 98) on the job were the majority; with 63.2% of the
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respondents being within this Years on the job range. The next 21.9% of respondents reported
having 21-25 years (n = 34) on the job. The final 14.8% of respondents reported having 6-10
years (n = 23) on the job. Respondents having a greater number of Years on the job is not
surprising given the historically low turnover rate in the safer suburban neighborhood law
enforcement departments.
The level of stress was scored from a range of 1-7. A score of 1 meant that the event
caused “no stress at all.” A score of 7 meant that the event caused “a lot of stress.” This scoring
produced three means when it came to determine if a respondent had a level of stress from the
job, a mean score of 3, a mean score of 5 and a mean score of 7. The majority of respondents
scored a mean of 5 (n = 90); with 58.1% of respondents falling into this level of Stress
(experienced on the job). The next 26.5% of respondents scored a mean of 7 (n = 41) on the
level of Stress (experienced on the job) variable. The remaining 15.5% of respondents scored a
mean of 3 (n = 24) on the level of Stress (experienced on the job) variable. This variable
presented a surprising insight into just how stressful working in a suburban law enforcement
department, despite its perceived safety, actually is.
For Mental Health Status, the majority of respondents were found to not be suffering
from 2 or more mental health conditions; with 72.3% of respondents (n = 112) having not
experienced mental health issues. The remaining 27.7% of respondents (n = 43) were found to
be suffering from 2 or more mental health conditions; meaning that they are experiencing
mental health issues.
Post-Intervention Protocol produced descriptive statistics as well. The majority of
respondents stated that they had undergone CISM intervention as part of post-exposure
protocols; with 82.6% of respondents (n = 128) having experienced this type of post-exposure
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protocols. The remaining 17.4% of respondents (n = 27) either did not experience CISM or
believed it would be beneficial as part of post-exposure protocol. The term Post-Intervention
Protocol does not infer either the existence or absence of psychological services provided to
officers and does not infer that CISM replaces or acts as treatment for PTSD.
The dependent variable of PTSD was explored to determine if it produced some statistics
about the sample population. If a respondent scored a 2 or lower on the level of impact scale, this
was treated as being indicative of not suffering from PTSD symptomology, and the respondents
were coded as such. If a respondent scored a 3 or higher on the level of impact scale, this was
treated as being indicative of suffering from “moderate” PTSD symptomology, and the
respondents were coded as such. If a respondent scored a 5 on the level of impact scale this was
treated as being inductivity as suffering from “extreme” PTSD symptomology, and the
respondents were coded as such. Drug use was also accounted for as a factor related to PTSD
and was drawn from the Drug Use Questionnaire (2008) for coding. If a respondent answered as
using drugs for anything other than a medical reason or alcohol to the point of intoxication, they
were coded as having drug use issues as part of their PTSD symptomology.
The majority of respondents scored a mean of 1, meaning that the respondent did not
have PTSD symptomology, with 80% of respondents (n = 124) falling into this scoring
category. The next 15% of respondents (n = 23) had a mean score of 3, meaning that the
respondent had “moderate” PTSD symptomology. The final 5% of respondents (n = 8) had a
mean score of 5, meaning that these respondents had “extreme” PTSD symptomology.
With the number of nominal variables (also referred to as categorical variables) present a
descriptive analysis was run between the independent and dependent variables. Each of the
variables were first dummy coded. After dummy coding a crosstabulation was reported to
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present frequency descriptions. A chi-square test was then completed to determine if there was a
significant statistical relationship between the variables, including the interaction variable of
Post-Intervention Protocol that was used in a logistic regression. Each of the chi square tests
were run on the variables presented in the six hypotheses. In order to identify a measure of
association between the six variables and the dependent variable of PTSD, Cramer’s V values
were reported. A logistic regression analysis was run to evaluate any of the relationships at a
95% confidence interval. Any analysis that resulted in a 95% confidence interval being met
were used to reject the null hypothesis.
Validity, Reliability, and Bias
There are two known threats to the validity and reliability of this study. The small sample
size of the survey presents a known issue. The challenges presented within require close
examination.
The first threat to validity comes from the officers that are being sampled, and their
unique personality factors. This is known as internal validity (Slack & Draugalis Jr, 2001). The
first 25 participants of the study were selected from law enforcement officers in Montgomery
County, Pennsylvania that the author personally knew. These law enforcement officers were
then requested to transmit the survey to their fellow law enforcement officers. If there was any
concern by the law enforcement officers that the survey was a risk to their job performance or
any of the law enforcement officers felt the need to not tell the truth, this would harm the
variables in this study.
The second threat to validity comes from the way the law enforcement officers were
selected. This is known as selection bias and is part of external validity (Slack &Draugalis Jr,
2001). While the original 25 law enforcement officers were selected by the author due to their
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experience in the field, and a pre-existing relationship with the researcher, whom the law
enforcement officers chose to forward the survey onto could skew the responses that are given.
This could be because they know that the law enforcement officers will respond favorably to
being queried, or because they want to impress their fellow professional. The decision to use a
snowball sampling method through electronic communication was done in an attempt to remove
any possible biases.
There are few areas that present questions of reliability of the study due to the limitations
of the study. The small sample size of the study presents a question of reliability. There is a
concern that the study could not be replicated in similar areas, especially if these areas do not
possess post-exposure intervention protocols as the ones that exist in Montgomery County,
Pennsylvania. This limitation was noted in the findings and would encourage a future more
comprehensive study of this same population sample. The usage of both a pre-exposure
intervention protocol question and a grief and loss session question could present a question of
reliability of the study. The pre-exposure intervention protocol question was used to gather data
for a future study of the same sample group. The usage of a grief and loss session as an aspect
of post-exposure intervention protocol was used due to a CISM expert suggesting that this is a
protocol that has been used with some success as a modification of CISM (Cardinal, 2017). This
reliability issue was addressed by removing these questions from the finalized tested data.
The last area that presents a question of reliability of the study is the lack of one-on-one
counseling session question as part of CISM and also the usage of a question about referral to
psychological services. The determination was made that a one-on-one counseling session
would not be used as part of the CISM question as this study was looking at how group
intervention protocols were being used in Montgomery County, Pennsylvania. This question
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will be asked as part of a follow-up study of the same population sample. The usage of
psychological referral questions was done to establish the sample data for a follow-up survey on
the same population sample. This issue of reliability is addressed as part of the
recommendations from this study.
The risk of bias is considered minimal, even given the pre-existing relationship of the
first 25 law enforcement officers that were selected and the author. The author is not a member
of law enforcement but is instead an academic. With 155 total respondents, a vast majority of
the survey participants do not know the author personally.
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Chapter Four: Results and Analysis
Survey Results
Of the 25 officers who were sent the survey, these officers then forwarded the survey
onto 130 other officers who completed the survey. In total 155 officers completed the survey,
with another 15 officers starting the survey but not completing it. The surveys were sent twice
to the first initial 25 respondents. The first email contained the initial survey, an explanation of
the goals of the survey, and a request for them to forward the survey onto other officers (see
Appendix C). A second email was sent to the same initial 25 respondents to request that they
forward the survey onto fellow officers, to increase response rate (see Appendix D). The survey
collected data from 125 respondents from Montgomery County, Pennsylvania law enforcement
officers with the overall population sample numbering roughly 1,200 members, as of early
2021. This represents a sampling of 12.9%. The breakdown of the variables follows next.
Independent Variables
The overwhelming majority of respondents were male (n = 130); 90% of respondents
self-identified as male. The remaining 10% of respondents self-identified as female (n = 16).
No respondents self-identified as not wanting to identify their gender. The Gender variable
breakdown fit within expected results based on known demographics within the suburban law
enforcement departments. The Gender results are included with all other descriptive statistics
involved in the demographic independent variables in Table 3.
White officers made up the overwhelming majority of respondents; with 76.1% of
respondents self-identifying as White (n = 118). The next 16.8% of respondents self-identified
as Black or African-American (n = 26). The remaining 7.1% of respondents self-identified as
Other (n = 11). No respondents self-identified as American Indian or Alaska Native, Asian, or
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Native Hawaiian or Pacific Islander. The respondent group was surprisingly not as diverse as
anticipated for a major suburban environment when breaking down the Ethnicity variable. The
Ethnicity results are included with all other descriptive statistics involved in the demographic
independent variables in Table 3.
The Age variable provided for an interesting range of breakdowns. Respondents between
the ages of 35-45 (n = 98) were the majority; with 63.2% of respondents being within this age
group. The next 23.9% of respondents were between the ages of 46-55 (n = 37). The final
12.9% of respondents were between the ages of 21-34 (n = 20). This suggested an older skew
when it came to the age of the respondents. The Age results are included with all other
descriptive statistics involved in the demographic independent variables in Table 2.
An older skew to the population sample produced an unsurprising result in terms of Years
on the job variable, in that it followed a somewhat similar pattern as the Age variable.
Respondents with 16-20 years (n = 98) on the job were the majority; with 63.2% of the
respondents being within this Years on the job range. The next 21.9% of respondents reported
having 21-25 years (n = 34) on the job. The final 14.8% of respondents reported having 6-10
years (n = 23) on the job. Respondents having a greater number of “Years” on the job is not
surprising given the historically low turnover in the safer suburban neighborhood law
enforcement departments. The Years results are included with all other descriptive statistics
involved in the demographic independent variables in Table 2.
The Stress (experienced on the job) variable was the first of the independent variables
that required a different set of coding before a percentage population could be established. The
Police Stress Survey (1981) uses 7-point Likert scale questions to determine the level of stress
experiencing or knowing a colleague experienced a specific event has on a law enforcement
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officer, with 60 total data points (The Police Stress Survey, 1981). If a respondent answered a 4
or higher on 50 or more events, the respondent was listed as suffering from a “moderate-tohigh” level of stress (The Police Stress Survey, 1981). The Operational Police Stress
Questionnaire (PSQ-Op) (2013) uses a 7-point Likert scale questions to determine the level of
stress experiencing or knowing a colleague experienced a specific event has on a law
enforcement officer, with 20 total data points (McCreary & Thompson, 2013). This author
created 7-point Likert scale questions that separated out stressful events that officers are likely
to experience on the job from a combination of both surveys, with a scaling based on whether or
not the event happened to them or a colleague, shortened the events down to 38 total events, and
increased the time periods to 6- and 12-month time periods of experience. The level of stress
was scored from a range of 1-7. A score of 1 meant that the event caused “no stress at all.” A
score of 7 meant that the event caused “a lot of stress.” This scoring produced three means when
it came to determine if a respondent had a level of stress from the job; a mean score of 3, a
mean score of 5, and a mean score of 7.
The majority of respondents scored a mean of 5 (n = 90); with 58.1% of respondents
falling into this level of Stress (experienced on the job). The next 26.5% of respondents scored a
mean of 7 (n = 41) on the level of Stress (experienced on the job) variable. The remaining
15.5% of respondents scored a mean of 3 (n = 24) on the level of Stress (experienced on the
job) variable. This variable presented a surprising insight into just how stressful working in a
suburban law enforcement department, despite its perceived safety, actually is. The Stress
results are included with all other descriptive statistics involved in the demographic independent
variables in Table 2. A more detailed breakdown of the Stress coding based on the other
demographic identifiers can be found in Appendix E.
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The independent variable of Mental Health Status also required a set of coding based a
modification of the pre-existing mental health questionaries that were used. This three separate
coding’s were then combined into a variable labeled as Mental Health Status. If a respondent
answered in the affirmative to 3 or more questions that were asked in relation to anxiety,
depression, or suicidal thoughts, they were to be coded as having pre-existing mental health
issues. The questions were either 2- or 4-point Likert scale questions that were derived from the
Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (1999) and Ask
Suicide-Screening Questions (ASQ) Toolkit (2014), using a modified scoring from the original
questionaries. For the Ask Suicide-Screening Questions (ASQ) Toolkit (2014) modification, the
respondent was asked a series of 6 questions centered around suicidal thoughts or actions and
were asked to rank if they or someone they knew suffered from these thoughts or actions using
a 4-point Likert scale. The reasoning for asking if the respondent experienced these suicidal
thoughts or actions, or if someone they knew did was to allow officers to feel comfortable
answering if they had these thoughts or actions. If a respondent answered “yes” on at least 3
questions, they were coded as having pre-existing suicidal thoughts or actions. The majority of
respondents answered “yes” on less than 3 questions (with the myself and someone I know
sections merged together for both yes and no); with 90% of respondents (n = 140) having not
experienced suicidal thoughts or actions. The remaining 10% of respondents (n = 15) answered
“yes” on 3 or more questions; meaning that they had experienced suicidal thoughts or actions.
The suicidal thoughts or actions results are presented in Table 1 with other three tests scores
included in Mental Health Status.
The Primary Care Evaluation of Mental Disorders Patient Health Questionnaire (1999)
was modified for both anxiety and depression. For anxiety the respondent was asked a series of
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7 questions focusing on if they had been bothered by certain anxious thoughts in the past month,
using a 4-point Likert scale. If a respondent answered between “More Than Half the Days-toNearly Every Day” on 3 more questions they were scored as having anxiety and were coded as
such. The majority of respondents answered “More Than Half the Days-to Nearly Every Day”
on more than 3 questions, with 90% of respondents (n = 140) having experienced anxiety
thoughts. The remaining 10% of respondents (n = 15) answered “Not at All-Several Days” on 3
or more questions; meaning that they had not experienced anxious thoughts. The anxious
thoughts results are presented in Table 1 with other three tests scores included in Mental Health
Status.
For depression the respondent was asked a series of 4 questions focusing on if they had
been bothered by certain depressive thoughts or behaviors in the past month, using a 2-point
Likert scale. This 2-point Likert scale was a simple “yes” or “no.” If a respondent answered
“yes” on 3 more questions they were scored as having depression and were coded as such. The
majority of respondents answered “no” on 3 or more questions; with 65% of respondents (n =
101) not having depressive thoughts or behaviors. The remaining 35% of respondents (n = 54)
answered “yes” on 3 or more questions related to depressive thoughts or behaviors and were
coded as having depression. The depression results are presented in Table 1 with other three
tests scores included in Mental Health Status.
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Table 1. Suicidal Thoughts or Actions, Anxious Thoughts, and Depression Breakdown of
the Respondents
Variable

Mental Health Status
N

%

Yes

15

0.096

No

140

90.3

Yes

140

90.3

No

15

0.096

Yes

54

35.0

No

101

65.0

Suicidal Thoughts or Actions

Anxious Thoughts

Depression

These three scores were then combined into a variable labeled as Mental Health Status.
The combination of the three variables into one variable produced a scoring for the respondents
that were experiencing 2 or more mental health conditions. The majority of respondents were
found to not be suffering from 2 or more mental health conditions; with 72.3% of respondents
(n = 112) having not experienced mental health issues. The remaining 27.7% of respondents (n
= 43) were found to be suffering from 2 or more mental health conditions; meaning that they
are experiencing mental health issues. The Mental Health Status results are included with all
other descriptive statistics involved in the demographic independent variables in Table 2.
Finally, the variable of Post-Intervention Protocol was used because of the existence of a
Critical Incident Stress Management Team in Montgomery County, Pennsylvania, and because
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it is necessary to test the validity of the research question. The variable was created by using
respondent answers on if they had ever undergone Critical Incident Stress Management (CISM)
or its umbrella intervention Critical Incident Stress Debriefing (CISD) as part of post-exposure
intervention to critical events. The author recognizes that CISM and CISD are not inherently
treatment protocols, so these intervention responses are being treated as a post-intervention
protocol measurement to determine the necessity for further post-intervention protocols and
possible mental health policy development in law enforcement departments (Cardinal, 2017). A
question involving pre-exposure intervention on the survey was removed from the results as it is
not part of the post-exposure intervention. Questions involving psychological referrals and
evaluations was also removed from the results, as the author intends to pursue an additional
study on this same sample population to determine receptiveness to psychological treatment,
which is discussed in the recommendations section.
The author also recognizes three key points in developing this variable for testing postexposure protocols, which are important to explain as part of the validity of the analysis. The
first point of including CISD as a separate testing point in the survey could be confusing is
recognized; as CISD is included in the same intervention umbrella as CISM (Cardinal, 2017).
The decision to include CISD exposure as a separate survey question to then be compiled
together with the CISM results was to determine a number of group protocols that are used by
departments in Montgomery County, Pennsylvania. The second point of not including any oneon-one intervention protocol questions as part of CISM is recognized, as this was exempted in
order to determine how the departments are working towards group intervention protocols
versus one-on-one intervention protocols. A follow-up academic study is intended to be pursued
by the author in order to evaluate one-on-one intervention protocols, as well as receptiveness to

65
psychological treatment. The third point of the fact that CISM programs do not replace
psychological treatments for officers who are suffering from PTSD symptomology is
recognized, as this survey merely intended to test for the existence of intervention protocols for
officers to help them deal with stressors on the job (Cardinal, 2017).
The majority of respondents stated that they had undergone CISM intervention as part of
post-exposure protocols; with 82.6% of respondents (n = 128) having experienced this type of
post-exposure protocols. The remaining 17.4% of respondents (n = 27) either did not
experience CISM or believed it would be beneficial as part of post-exposure protocol. The term
Post-Intervention Protocol does not infer either the existence or absence of psychological
services provided to officers and does not infer that CISM replaces or acts as treatment for
PTSD. The Post-Intervention Protocol results are included with all other descriptive statistics
involved in the demographic independent variables in Table 2.
Table 2. Descriptive Statistics of the Respondents Based on Demographic Identifiers
Variable

Respondent Totals
N

%

Male

139

90.0

Female

16

10.0

White

118

76.0

Black or African-American

26

18.1

Other

11

5.9

Gender

Ethnicity
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Table 2 (continued).

Age
21-34 years old

20

13.0

35-45 years old

98

63.0

46-55 years old

37

24.0

6-10 years on the job

23

14.0

16-20 years on the job

98

63.0

21-25 years on the job

34

23.0

Score of 3

24

16.0

Score of 5

90

58.0

Score of 7

41

26.0

Not Suffering for 2 or More Mental Health Conditions

112

72.0

Suffering from 2 or More Mental Health Conditions

43

28.0

No

27

17.5

Yes

128

82.5

Score of 1

100

64.5

Score of 3 or 5

55

35.5

Years on the job

Stress score

Mental Health

CISM Intervention

PTSD
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With the independent variables explored in detail, the next step is to explore the results of
the dependent variable.
Dependent Variable
The dependent variable focused on in this study uses the development of Post-Traumatic
Stress Disorder (PTSD) symptomology in law enforcement officers, with a wide range of
demographic variables taken into account in the independent variables section. This dependent
variable came from a modification of the PTSD Checklist for DSM-6 with Life Events Checklist
for DSM-5 (2013). The PTSD Checklist for DSM-6 with Life Events Checklist for DSM-5
(2013) uses a 5-point Likert scale questions to determine if a traumatic event happened to a
respondent in their lifetime, and what impact this event had on the respondent (The PTSD
Checklist for DSM-6 with Life Events Checklist for DSM-5, 2013). This author created a 5-point
Likert scale questions that asked for a level of impact stressful events that officers are likely to
experience on the job or a colleague would experience on the job had on them, with a scaling
based on whether or not it happened to them or a colleague, and the level of impact the event
caused the respondent in a 6 month and 12-month time period. The level of impact was
shortened from 20 impact points in the original PTSD Checklist to 17 impact points on this
survey. The level of impact was scored from a range of 1-5. A score of 1 meant that an event had
an impact of “not at all.” A score of 5 meant that an event had an impact of “extremely.”
The level of impact was scored from a range of 1-5. The level of impact was scored from
a range of 1-5. A score of 1 meant that an event had an impact of “not at all.” A score of 5 meant
that an event had an impact of “extremely.” It did not matter if the event happened to the officer
or was experienced by a colleague, what mattered in the scoring was the level of impact
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experienced. The scoring produced three means when evaluating the events that could cause a
respondent a level of impact, a mean score of 1, a mean score of 3, and a mean score of 5.
If a respondent scored a 2 or lower on the level of impact scale, this was treated as being
indicative of not suffering from PTSD symptomology, and the respondents were coded as such.
If a respondent scored a 3 or higher on the level of impact scale, this was treated as being
indicative of suffering from “moderate” PTSD symptomology, and the respondents were coded
as such. If a respondent scored a 5 on the level of impact scale this was treated as being
inductivity as suffering from “extreme” PTSD symptomology, and the respondents were coded
as such. Drug use was also accounted for as a factor related to PTSD and was drawn from the
Drug Use Questionnaire (2008) for coding. If a respondent answered as using drugs for anything
other than a medical reason or alcohol to the point of intoxication, they were coded as having
drug use issues as part of their PTSD symptomology.
The majority of respondents scored a mean of 1, meaning that the respondent did not
have PTSD symptomology, with 80% of respondents (n = 124) falling into this scoring
category. The next 15% of respondents (n = 23) had a mean score of 3, meaning that the
respondent had “moderate” PTSD symptomology. The final 5% of respondents (n = 8) had a
mean score of 5, meaning that these respondents had “extreme” PTSD symptomology. The
results for the PTSD variable are included in Table 3. A more detailed breakdown of this coding
in relation to the demographic identifiers can be found in Appendix F. This scoring level was
slightly higher than previously reviewed academic studies.
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Table 3. PTSD Symptomology Experienced by the Respondents
Variable

N

%

Score of 1

124

80.0

Score of 3

23

15.0

Score of 5

8

5

PTSD

Analysis
Before a binomial logistic regression analysis could be run it was determined that a
number of dummy variables needed to be created. In each of the hypotheses the respective
dummy variables that were created and how they were coded are explained in the respective
sections. Since Post-Intervention Protocol was being treated as the interaction variable and this
variable was also an ordinal variable, this variable was made into a dummy variable and coded as
well. For Post-Intervention Protocol this coding was accomplished by grouping all respondents
who had answered “Yes” to experiencing CISM into one group with a code of 0, and all
respondents who had answered “No” to experiencing CISM into one group with a code of 1. A
chi-square test of independence was conducted between Post-Intervention Protocol and PTSD
symptomology. All expected cell frequencies were greater than two. There was a statistically
significant relationship between Post-Intervention Protocol and PTSD symptomology, X2 (2) =
77.55, p < .001. This association was large (Cohen, 1988), with a Cramer’s V= .788. The
crosstabulations of Post-Intervention Protocol and PTSD are found in Table 4. This validation of
the Post-Intervention Protocol variable, after dummy coding, helped add validity to the logistic
regression analysis.
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Table 4. Crosstabulation of Post-Intervention Protocol and PTSD Symptomology Score
Predictor

Score of 1

Score of 3

Score of 5

Post-Intervention
Protocol
Experienced

100

20

8

20

6

1

CISM
Did Not
Experience
CISM
It was also determined that in order to properly run the binomial logistic regression the
dependent variable of PTSD had to be collapsed into two measurable categories. The first
category of a PTSD Score of 1, which meant that the officer was suffering from little to no
PTSD symptomology (n = 124) was kept the same. The category of a PTSD Score of 3 or 5 (n
= 31) was created to merge the original score of 3 and score of 5 categories, which now created
a new level that meant an officer was suffering from “moderate-to-extreme” PTSD
symptomology. The breakdown of the new PTSD symptomology score categories is found in
Table 5. The analysis of the hypotheses is explored next.
Table 5. New PTSD Scoring
Variable

N

%

Score of 1

124

80.0

Score of 3 or 5

31

10.0

PTSD
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Hypothesis One (H11): PTSD symptomology in police officers differs by gender for those
exposed to CISM intervention. Gender, which is a nominal variable, was first dummy coded
to create a dummy variable. For Gender this coding was accomplished by grouping all “female”
respondents a group with a code of 0. All “male” respondents were grouped into one group
with a code of 1, and A chi-square test of independence was conducted between Gender and
PTSD symptomology. All expected cell frequencies were greater than two. There was a
statistically significant relationship between Gender and PTSD symptomology, X2 (2) =
107.07, p < .001. This association was large (Cohen, 1988), with a Cramer’s V= .926. A
binomial logistic regression was run next to determine the effects of Gender and PostIntervention on PTSD symptomology.
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Gender and CISM intervention (as the
post-Intervention variable) on the likelihood that participants develop PTSD symptomology.
Linearity of the continuous variables with respect to the logit of the dependent variable was
assessed via the Box-Tidwell (1962) procedure. A Bonferroni correction was applied resulting
in statistical significance being accepted when p < .00625 (Tabachnick & Fidell, 2014). All
independent variables were found to be linearly related to the logit of the dependent variable.
The overall model is significant, X2(3) = 22.725, p<.001. The model predicts 71.0% of the
responses correctly. The Nagelkerke R2 is .187.
The results from the logistic regression indicate that there is a significant interaction
between Gender and CISM intervention, Wald(df=1) =5.43, p-value=.013. There is a difference
in PTSD symptomology between women and men, Wald(df=1) = 5.40, p-value = .015. Male
officers have a greater likelihood of a PTSD score of 3 or 5. There is also a significant difference

72
in PTSD symptomology between officers who receive CISM intervention and those who do not,
Wald(df=1) =5.436, p-value = .020. Compared to officers who received CISM intervention,
those who did not receive CISM intervention had a greater likelihood of a PTSD score of 3 or 5.
The null hypothesis is rejected.
The development of PTSD in male officers, even with the existence of post-intervention
protocols, presents a ramification for police departments and public administration officials. The
vast majority of officers in the United States are still male, which means that police departments
and public administration officials will have to find a way to assess the seriousness of the PTSD
symptomology development in male officers, in relation to the goals of CISM intervention in
breaking down the stigma of PTSD symptomology development (Wathne, 2020). This will be
explained in detail in the key findings section. The results are presented in Table 6.
Table 6. Logistic Regression Analysis Results of Gender and CISM Intervention on PTSD
Symptomology
Predictor

B

SE

Wald

Df

P

Odds ratio

Gender (Female is reference

2.184

.514

5.40

1

.015

3.23

1.204

.516

5.436

1

.020

3.333

1.184

.510

5.3

1

.013

3.13

category)
CISM intervention (Yes is
reference group)
Gender X CISM interaction

Hypothesis Two (H12): PTSD symptomology in police officers differs by ethnicity for those
exposed to CISM interventions. Ethnicity, which is a nominal variable, was first dummy coded
to create a dummy variable. For Ethnicity this coding was accomplished by grouping all “White”
respondents into one group with a code of 0, all “Black or African-American” respondents into
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one group with a code of 1, and all “Other” respondents into one group with a code of 2. A chisquare test of independence was conducted between Ethnicity and PTSD symptomology. All
expected cell frequencies were greater than four. There was a statistically significant relationship
between Ethnicity and PTSD symptomology, X2 (4) = 136.436, p < .001. This association was
large (Cohen, 1988), with a Cramer’s V= .739. A binomial logistic regression was run next to
determine the effects of Ethnicity and Post-Intervention on PTSD symptomology.
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Ethnicity and CISM intervention (as the
post-Intervention variable) on the likelihood that participants develop PTSD symptomology.
Linearity of the continuous variables with respect to the logit of the dependent variable was
assessed via the Box-Tidwell (1962) procedure. A Bonferroni correction was applied resulting in
statistical significance being accepted when p < .00625 (Tabachnick & Fidell, 2014). All
independent variables were found to be linearly related to the logit of the dependent variable.
The overall model is statistically significant, X2(5) = 35.554, p<.001. The model predicts 74.2%
of the responses correctly. The Nagelkerke R2 is .282.
The results from the logistic regression indicate that is a significant interaction between
Ethnicity and CISM intervention, Wald(df=1) =0.012, p-value = 0.012. There is a difference in
PTSD symptomology between Black or African-American and White officers, Wald(df=1) =
.8.56, p-value = .013, with Black or African-American officers having a higher PTSD
symptomology score. There is no difference in PTSD symptomology between Other and White
officers, Wald(df=1) = .001, p-value = 1.00. There is a significant difference between officers
who received CISM training and those who did not, Wald(df=1) =.7.54, p-value = 0.11, with

74
Black or African-American officers who did not receive CISM intervention had a greater
likelihood of a PTSD score of 3 or 5. The null hypothesis is rejected.
The development of PTSD in Black or African-American officers, even with the
existence of post-intervention protocols, presents a ramification for police departments and
public administration officials. The vast majority of officers in the United States are still White,
which means that police departments and public administration officials will have to find a way
to assess the seriousness of the PTSD symptomology development in Black or African-American
officers, in relation to the goals of CISM intervention in breaking down the stigma of PTSD
symptomology development (Wathne, 2020). This will be explained in detail in the key findings
section. The results are presented in Table 7.
Table 7. Logistic Regression Analysis Results of Ethnicity and CISM Intervention on
PTSD Symptomology
Predictor

B

SE

Wald

df

p

Odds ratio

CISM intervention

.093

.991

9.0

1

0.012

11.23

Ethnicity (Black v. white)

.313

.135

8.56

1

.0.013

11.05

Ethnicity (Other v. white)

22.313

40192.962

.000

1

1.000

4902128866.684

Ethnicity (Black v. white)

.599

.763

7.54

1

0.011

5.49

-1.110

56841.453

.000

1

1.000

.330

(Reference groups = yes)

by CISM intervention
Ethnicity (Other v. white)
by CISM intervention

Hypothesis Three (H13): PTSD symptomology in police officers differs by age for those
exposed to CISM interventions. Age, which is a nominal variable, was first dummy coded to
create a dummy variable. For Age this coding was accomplished by grouping all “21-34-year-
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old” respondents into one group with a code of 0, all “35-45-year-old” respondents into one
group with a code of 1, and all “46-55-year-old” respondents into one group with a code of 2. A
chi-square test of independence was conducted between Age and PTSD symptomology. All
expected cell frequencies were greater than four. There was a statistically significant relationship
between Age and PTSD symptomology, X2 (4) = 74.324, p < .001. This association was
moderate (Cohen, 1988), with a Cramer’s V= .545. A binomial logistic regression was run next
to determine the effects of Age and Post-Intervention on PTSD symptomology.
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Age and CISM intervention (as the postIntervention variable) on the likelihood that participants develop PTSD symptomology. Linearity
of the continuous variables with respect to the logit of the dependent variable was assessed via
the Box-Tidwell (1962) procedure. A Bonferroni correction was applied resulting in statistical
significance being accepted when p < .00625 (Tabachnick & Fidell, 2014). All independent
variables were found to be linearly related to the logit of the dependent variable. The overall
model is significant, X2(5) = 55.67, p<.001. The model predicts 64.5% of the responses correctly.
The Nagelkerke R2 is .415.
The results from the logistic regression indicate that there is a significant interaction
between Age and CISM intervention, Wald(df=1) =9.52, p-value = .001. There is a difference in
PTSD symptomology between 21–34-year-old and 46–55-year-old, Wald(df=1) =10.625, pvalue = .001. Compared to 46–55-year-old, 21–34-year-old were more likely to have a PTSD
score of 3 or 5. There is not a significant difference between 35–45-year-old and 46–55-yearold, Wald(df=1) = 3.207, p-value = .073. There is a significant difference between officers who
received CISM training and those who did not, Wald(df=1) =10.52, p-value = 0.02. Compared
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to officers who received CISM intervention, those who did not receive CISM intervention had a
greater likelihood of a PTSD score of 3 or 5, with officers age 21-34 who did not receive CISM
intervention having a greater likelihood of a PTSD score of 3 or 5 when compared to officers
age 46-55. The null hypothesis is rejected.
The development of PTSD in officers aged 21-34, even with the existence of postintervention protocols, presents a ramification for police departments and public administration
officials. This specific age grouping is statistically less likely to have more years of experience
on the job, with the majority of officers beginning their careers as young as age 18 in the United
States (Wathne, 2020). Police departments and public administration officials will have to
monitor this age group for signs of mental health stress, especially PTSD symptomology. This
will be explained in detail in the key findings section. The results are presented in Table 8.
Table 8. Logistic Regression Analysis Results of Age and CISM Intervention on PTSD
Symptomology
Predictor

B

SE

Wald

df

p

Odds ratio

CISM

1.21

.711

9.52

1

.001

14.6

2.686

.824

10.625

1

.001

14.667

intervention
(Reference
group = Yes)
Age (21-34 v.
46-55)

77
Table 8 (continued).

Age (35-45 v.

1.177

.657

3.207

1

.073

3.246

9.72

.342

10.52

1

.002

17.66

41.228

17209.

.000

1

.998

804016651722112000.000

46-55)
Age (21-34 v.
46-55) by
CISM
intervention
Age (35-45 v.
46-55) by

601

CISM
intervention
Hypothesis Four (H14): Hypothesis Four (H14): PTSD symptomology in police officers
differs by years on the job for those exposed to CISM interventions. Years, which is a
nominal variable, was first dummy coded to create a dummy variable. For Years this coding
was accomplished by grouping all “6-10 years on the job” respondents into one group with a
code of 0, all “16-20 years on the job” respondents into one group with a code of 1, and all “2125 years on the job” respondents into one group with a code of 2. A chi-square test of
independence was conducted between Years and PTSD symptomology. All expected cell
frequencies were greater than four. There was a statistically significant relationship between
Years and PTSD symptomology, X2 (4) = 71.546, p < .001. This association was moderate
(Cohen, 1988), with a Cramer’s V= .535. A binomial logistic regression was run next to
determine the effects of Years on the Job and Post-Intervention on PTSD symptomology.

78
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Years and CISM intervention (as the
post-Intervention variable) on the likelihood that participants develop PTSD symptomology.
Linearity of the continuous variables with respect to the logit of the dependent variable was
assessed via the Box-Tidwell (1962) procedure. A Bonferroni correction was applied resulting in
statistical significance being accepted when p < .00625 (Tabachnick & Fidell, 2014). All
independent variables were found to be linearly related to the logit of the dependent variable.
The overall model is significant, X2(5) = 50.855, p<.001. The model predicts 64.5% of the
responses correctly. The Nagelkerke R2 is .384.
The results from the logistic regression indicate that there is a significant interaction
between Years on the Job and CISM intervention, Wald(df=1) = 3.9, p-value = .007. There is a
significant difference in PTSD symptomology between officers on the job 16-20 years versus 610 years, Wald(df=1) = 3.871, p-value = .049. Compared to officers on the job 6-10 years, those
on the job 16-20 were less likely to score a 3 or 5 on PTSD symptomology. Similarly, there was
a significant difference between officers on the job 21-25 years versus 6-10 years, Wald(df=1) =
7.006, p-value = .008. Compared to officers on the job 6-10 years, those on the job 21-25 years
were less likely to score a 3 or 5 on PTSD symptomology. There is a significant difference
between officers on the job 16-20 years versus 6-10 years who received CISM training and
those who did not, Wald(df=1) =-1.038, p-value = 0.49. Compared to officers who received
CISM intervention, those who did not receive CISM intervention had a greater likelihood of a
PTSD score of 3 or 5. Compared to officers on the job 6-10 years, those on the job 16-20 were
less likely to score a 3 or 5 on PTSD symptomology if they did receive CISM intervention.
There is a significant difference between officers on the job 21-25 years versus 6-10 years who
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received CISM training and those who did not, Wald(df=1) =-2.069, p-value = 0.08. Compared
to officers who received CISM intervention, those who did receive CISM intervention had a
greater likelihood of a PTSD score of 3 or 5. Compared to officers on the job 6-10 years, those
on the job 21-25 years were less likely to score a 3 or 5 on PTSD symptomology if they did not
receive CISM intervention. The null hypothesis is rejected.
The development of PTSD in officers with 6-10 years on the job, even with the
existence of post-intervention protocols, presents a ramification for police departments and
public administration officials. As officers establish time on the job there is a greater likelihood
that officers will experience a traumatic event that could bring on PTSD (Wathne, 2020).
Officers in this grouping in-terms of years on the job may not have had extended interaction
with post-intervention protocols that can help them deal with stress, as well (Wathne, 2020).
Police departments and public administration officials will have to monitor this group for signs
of mental health stress, especially PTSD symptomology. This will be explained in detail in the
key findings section. The results are presented in Table 9.
Table 9. Logistic Regression Analysis Results of Years and CISM Intervention on PTSD
Symptomology
Predictor

B

SE

Wald

df

P

Odds ratio

CISM intervention (Reference

-1.026

.842

3.9

1

.007

.154

Years on job (16-20 v. 6-10 years)

-1.038

.596

3.87

1

.049

.824

Years on job (21-25 v. 6-10 years)

-2.069

.782

7.006

1

.008

.126

category = Yes)
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Table 9 (continued).

Years on job (16-20 v. 6-10 years) by

-1.038

.596

3.87

1

.049

.824

-2.069

.782

7.006

1

0.08

.126

CISM intervention
Years on job (21-25 v. 6-10 years) by
CISM intervention
Hypothesis Five (H15): Hypothesis Five (H15): PTSD symptomology in police officers
differs by stress experienced on the job for those exposed to CISM interventions. Stress,
which is an ordinal variable, was first dummy coded to create a dummy variable. For Stress this
coding was accomplished by grouping all respondents with a “Score of 3” on the level of stress
scale into one group with a code of 0, all respondents with a “Score of 5” on the level of stress
scale into one group with a code of 1, and all respondents with a “Score of 7” on the level of
stress scale into one group with a code of 2. A chi-square test of independence was conducted
between Stress and PTSD symptomology. All expected cell frequencies were greater than four.
There was a statistically significant relationship between Stress and PTSD symptomology,
X2 (4) = 61.756, p < .001. This association was moderate (Cohen, 1988), with a Cramer’s V=
.497. A binomial logistic regression was run next to determine the effects of Stress and PostIntervention on PTSD symptomology.
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Stress and CISM intervention (as the
post-Intervention variable) on the likelihood that participants develop PTSD symptomology.
Linearity of the continuous variables with respect to the logit of the dependent variable was
assessed via the Box-Tidwell (1962) procedure. A Bonferroni correction was applied resulting
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in statistical significance being accepted when p < .00625 (Tabachnick & Fidell, 2014). All
independent variables were found to be linearly related to the logit of the dependent variable.
The overall model is significant, X2(5) = 63.446, p<.001. The model predicts 80.0% of the
responses correctly. The Nagelkerke R2 is .462.
The results from the logistic regression indicate that there is a significant interaction
between Stress and CISM training, Wald(df=1) = 7.123, p-value = .008. There is a difference in
PTSD symptomology between officers with a stress score of 3 and officers with a stress score of
7, Wald(df=1) =10.648, p-value = .001. Compared to officers with a stress score of 7, those
with a stress score of 3 are more likely to score a 3 or 5 on PTSD symptomology. Similarly,
there is a difference in PTSD symptomology between officers with a stress score of 5 and
officers with a stress score of 7, Wald(df=1) =6.749, p-value = .009. Compared to officers with
a stress score of 7, those with a stress score of 5 are more likely to have higher PTSD
symptomology.
There is a significant difference between officers with a stress score of 3 and officers
with a stress score of 7 who received CISM training and those who did not, Wald(df=1)
=10.648, p-value = 0.01. Compared to officers who received CISM intervention, those who did
not receive CISM intervention had a greater likelihood of a PTSD score of 3 or 5. Officers with
a stress score of 7 had a lower likelihood of a PTSD score of 3 or 5 if they received CISM
intervention compared to those with a stress score of 3 being more likely to score a 3 or 5 on
PTSD symptomology if they did not receive CISM intervention. There is a significant
difference between officers with a stress score of 5 and officers with a stress score of 7 who
received CISM training and those who did not, Wald(df=1) =6.749, p-value = 0.09. Compared
to officers who received CISM intervention, those who did not receive CISM intervention had a
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greater likelihood of a PTSD score of 3 or 5. Officers with a stress score of 7 had a lower
likelihood of a PTSD score of 3 or 5 if they received CISM intervention compared to those with
a stress score of 5 being more likely to score a 3 or 5 on PTSD symptomology if they did not
receive CISM intervention. The null hypothesis is rejected.
The development of PTSD in officers who experience high levels of stress on the job,
even with the existence of post-intervention protocols, presents a ramification for police
departments and public administration officials. As officers experience stressors from policing,
even if it is not from traditionally traumatic events, the psychological toll grows on the officers
to the point that could bring on PTSD (Wathne, 2020). Police departments and public
administration officials will have to monitor this group for signs of mental health stress,
especially PTSD symptomology. This will be explained in detail in the key findings section.
The results are presented in Table 10.
Table 10. Logistic Regression Analysis Results of Stress Score and CISM Intervention on
PTSD Symptomology
Predictor

B

SE

Wald

df

P

Odds ratio

CISM intervention (Reference

7.87

1.71

7.123

1

.008

16.79

Stress score (3 v. 7)

3.651

1.119

10.648

1

.001

38.500

Stress score (5 v. 7)

2.713

1.044

6.749

1

.009

15.077

Stress score (3 v. 7) by CISM

3.651

1.119

10.648

1

.001

38.500

2.713

1.044

6.749

1

.009

15.077

category = Yes)

intervention
Stress score (5 v. 7) by CISM
intervention
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Hypothesis Six (H16): Hypothesis Six (H16): PTSD symptomology in police officers differs
by in those who are suffering from mental health issues for those exposed to CISM
interventions. Mental Health Status, which is an ordinal variable, was first dummy coded to
create a dummy variable. For Mental Health Status this coding was accomplished by grouping
all respondents who were “Suffering from Two or More Mental Health Conditions” into one
group with a code of 0 and all respondents who were “Not Suffering from Two or More Mental
Health Conditions” into one group with a code of 1. A chi-square test of independence was
conducted between Mental Health Status and PTSD symptomology. All expected cell
frequencies were greater than two. There was a statistically significant relationship between
Mental Health Status and PTSD symptomology, X2 (4) = 59.76, p < .001. This association was
high (Cohen, 1988), with a Cramer’s V= .788. A binomial logistic regression was run next to
determine the effects of Mental Health Status and Post-Intervention on PTSD symptomology.
The determination was made to run the independent variables separately in their own
binominal logistic regression to determine the effects of Mental Health Status and CISM
intervention (as the post-Intervention variable) on the likelihood that participants develop PTSD
symptomology. Linearity of the continuous variables with respect to the logit of the dependent
variable was assessed via the Box-Tidwell (1962) procedure. A Bonferroni correction was
applied resulting in statistical significance being accepted when p < .00625 (Tabachnick &
Fidell, 2014). All independent variables were found to be linearly related to the logit of the
dependent variable. The overall model is significant, X2(3) = 131.041, p<.001 even though
neither predictor is significant. The model predicts 92.3% of the responses correctly. The
Nagelkerke R2 is .784.

84
The results from the logistic regression indicate that there is not a significant interaction
between mental health and CISM intervention, Wald(df=1) =.000, p-value = 1.00. Additionally,
there is no significant difference in PTSD symptomology between officers suffering 2 or more
mental health symptoms and those not suffering 2 or more symptoms, Wald(df=1) = .000, pvalue = .997. There is also no significant difference between officers who received the CISM
intervention and those who did not, Wald(df=1) =.000, p-value = 1.000. The null hypothesis is
accepted. The results are presented in Table 11.
The lack of development of PTSD in officers who have two or more mental health
conditions, even with the existence of post-intervention protocols, presents a ramification for
police departments and public administration officials. Psychological stress and the existence of
mental health conditions is becoming more common in the general population (Wathne, 2020).
Police departments and public administration officials will have to increase the monitoring of
officers who come onto the job with pre-existing mental health conditions, as well as those who
being to present the signs of these conditions. This will be explained in detail in the key findings
section.
Table 11. Logistic Regression Analysis Results of Mental Health Status and CISM
Intervention on PTSD Symptomology
Predictor

B

SE

Wald

df

p

Odds ratio

Mental health (Not suffering 2 or

-23.734

6996.701

.000

1

.997

.000

CISM intervention

.000

14508.665

.000

1

1.000

1.000

Mental health v. CISM interaction

1.656

14508.665

.000

1

1.000

5.238

more symptoms v. suffering 2 or
more symptoms)
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Chapter Five: Summary of Key Findings, Recommendation, and Conclusion
Summary of Key Findings
The goal of this research is to determine the impact of post-exposure interventions
protocols on the development of post-traumatic stress disorder (PTSD) symptomology in law
enforcement officers. The gathered academic research addressed in the literature review does
show a significance in Critical Incident Stress Management (CISM) and Critical Incident Stress
Debriefing (CISD) in addressing PTSD symptomology development in law enforcement
officers but published research in the population sample area of Montgomery County,
Pennsylvania is limited. The multiple regression analysis of the variables in the survey shows
statistically significant relationships, with all the hypotheses being supported. This specific
research can help broaden the subject matter on the success in post-exposure intervention
protocols in helping law enforcement officers who develop PTSD symptomology in clinically
undiagnosed amounts. The explanation of key findings from this study follows next.
Key Finding One: Male officers who are Black, are 21-34 years of age, have 6-10
years on the job, and experience high levels of job stress (scores of 3 and 5) suffer from
PTSD symptomology at a much larger rate than their fellow law enforcement officers. It is
perhaps unsurprising that a specific population group would be drawn out of the analyzed
research, given that available research data already points to specific law enforcement officers
suffering from PTSD symptomology. The law enforcement profession is still predominately a
male dominated profession. Male officers have a greater likelihood of a PTSD score of 3 or 5.
There is also a significant difference in PTSD symptomology between officers who receive
CISM training and those who do not, Wald(df=1) =5.436, p-value = .020. With policing being a
male dominated field, management within police departments will have to focus on monitoring

86
male officers who are showing signs of distress and determine if intervention services are
working for them.
Despite the study sampling being predominately White, there is a difference in PTSD
symptomology between Black or African-American and White officers, Wald(df=1) = .8.56, pvalue = .013, with Black or African-American officers having a higher PTSD symptomology
score. This is a significant finding because of the fact that policing is also a field that is
dominated still by officers who identify as White. Police departments will have to determine if
the rate of PTSD symptomology development within this population group is due to officers
who identify as Black or African-American not using the intervention services available to
them, or if these intervention services are not working for these officers.
In looking at the age group that is impacted by PTSD symptomology in the study sample,
a distinctly younger trend appeared. There is a difference in PTSD symptomology between 21–
34-year-old and 46–55-year-old, Wald(df=1) =10.625, p-value = .001. Compared to 46–55year-old, 21–34-year-old were more likely to have a PTSD score of 3 or 5. In many police
departments in the United States, police officers can start on the job as young as 18 years of age.
With this population group showing a higher sign of PTSD symptomology, there is a question
of if the officers simply do not have enough experience on the job to understand the impact the
stressors the experience can impact their mental health, or if this population group shows a lack
of adequate coping skills.
It is not surprising that the years on the job variable produced a similar population
sampling result as the age variable. There is a significant difference in PTSD symptomology
between officers on the job 16-20 years versus 6-10 years, Wald(df=1) = 3.871, p-value = .049.
Compared to officers on the job 6-10 years, those on the job 16-20 were less likely to score a 3
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or 5 on PTSD symptomology. Similarly, there was a significant difference between officers on
the job 21-25 years versus 6-10 years, Wald(df=1) = 7.006, p-value = .008. Compared to
officers on the job 6-10 years, those on the job 21-25 years were less likely to score a 3 or 5 on
PTSD symptomology. Considering that the age sample produced a younger skew, a younger
skew on the years on the job sample is something that is statistically expected. Much of the
literature on police stress found that officers who had more years on the job dealt with higher
rates of PTSD symptomology, but the results of this study suggest that the younger experience
group is suffering from a higher rate of PTSD symptomology. This produces a similar question
as the age sample results, which is do these officers simply not have enough experience on the
job to take greater advantage of the intervention services that are offered to them or are the
stressors of the job getting to them quicker than their older and more experienced counterparts.
The stress score finding was around what was to be expected. There is a difference in
PTSD symptomology between officers with a stress score of 3 and officers with a stress score of
7, Wald(df=1) =10.648, p-value = .001. Compared to officers with a stress score of 7, those
with a stress score of 3 are more likely to score a 3 or 5 on PTSD symptomology. Similarly,
there is a difference in PTSD symptomology between officers with a stress score of 5 and
officers with a stress score of 7, Wald(df=1) =6.749, p-value = .009. Compared to officers with
a stress score of 7, those with a stress score of 5 are more likely to have higher PTSD
symptomology. It is a bit surprising that officers who have higher stress scores of 7 are not high
on the PTSD symptomology rate, but this could be due to the impact of CISM intervention
teaching these officers how to handle stress. Officers who have a score of 3 or 5 on the stress
score scale still are experiencing higher rates of stress than the general population, so this is still
a significant finding when it comes to stress and its impact on PTSD symptomology.
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All of the statistically significant relationships produced a surprising result when it came
to the interaction with the variables and CISM intervention. Compared to officers who received
CISM intervention, those who did not receive CISM intervention had a greater likelihood of a
PTSD score of 3 or 5. Based on the review of the literature it is expected that officers who have
a higher score on the PTSD symptomology scale would be those who have used CISM
interventions, as CISM aids the officers in producing a greater understanding of what stressors
develop on the job and how to deal with them. This population sampling produced alternative
findings, which produces a possible conclusion that the CISM interventions being undertaken in
Montgomery County, Pennsylvania is so effective that it is actually reducing PTSD
symptomology development in officers or that these officers are able to cope with the
somatology development much better than their other law enforcement counterparts. This does
not reduce the statistical significance of the study.
This first set of findings matches up with the data that is present in academic studies
when it comes to what officers develop PTSD symptoms while on the job. Multiple studies, but
specifically a large sample study of over a thousand officers who had responded to major
terrorist incidents by researchers Schwarzer et al. (2014) found that if an individual was “a
male, Hispanic, had 10+ years on the job and experienced high levels of stress they were then
more likely to have a higher PCL score on average, and have diagnosable PTSD” (Schwarzer et
al., 2014, p. 22). The validation of the accuracy of this study, despite the smaller population
group with a less diverse sample population shows that this study has academic relevance. The
second key finding of a statistically significant relationship is explored next.
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Key Finding Two: Officers who suffering from 2 or more mental health conditions
and who are not suffering from 2 or more mental health conditions are not suffering from
PTSD symptomology.
The lack of a statistical importance of either suffering from 2 or more mental health
conditions or not suffering from 2 or more mental health conditions in PTSD symptomology
was a unique finding. The results from the logistic regression indicate that there is not a
significant interaction between mental health and CISM intervention, Wald(df=1) =.000, pvalue = 1.00. Additionally, there is no significant difference in PTSD symptomology between
officers suffering 2 or more mental health symptoms and those not suffering 2 or more
symptoms, Wald(df=1) = .000, p-value = .997. There is also no significant difference between
officers who received the CISM intervention and those who did not, Wald(df=1) =.000, p-value
= 1.000. This second set of finding does not match up with the data that is present in academic
studies when it comes to what officers develop PTSD symptoms while on the job when it comes
to mental health status.
A large sample study of over a thousand officers who had responded to major terrorist
incidents by researchers Schwarzer et al. (2014) found that if an individual “suffered from at
least two mental health disorders related to PTSD, they were then more likely to have a higher
PCL score on average, and have diagnosable PTSD” (Schwarzer et al., 2014, p. 22). The lack of
validation of the accuracy of this study on the aspect of existing mental health issues, despite
the smaller population group with a less diverse sample population, does not impact the overall
validation of the accuracy of the study given the large amount of statistically relevant findings.
This merely suggests that further study should be done on the psychological status of officers in
Montgomery County, Pennsylvania. The discovery of two statistically significant key findings
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from this study helped to then produce a framework for recommendations to law enforcement
departments and public administration officials in general, when it comes to helping officers
deal with mental health stressors while on the job.
Recommendations
Recommendation One: Expand the usage of Critical Incident Stress Management
(CISM) in Policing. The first recommendation that this author proposes is to continue with the
usage of CISM as post-exposure intervention protocols for law enforcement officers. The data
in this study clearly shows that whether you take a 6 month or 12-month snapshot of the mental
health of officers, they experience unique traumatic events in the line of the duty. In using the
test for level of stress an officer suffers while on the job, this study found that 55% of officers
experienced traumatic events that caused a “moderate” amount of stress. 35% of officers
experienced traumatic events that caused “a lot of stress.” This is validated by the evidence in
existing case studies, including one study by Hartley et al. (2013) that found that:
Police officers experienced numerous types of police-specific traumatic events with
60.1% of men and 46.4% of women witnessing or being involved in five or more
different events in the past year. Over three-quarters of officers reported a traumatic
event occurring in the last month (p. 241).
The fact that PTSD symptomology development was found to be 15% in male officers and 5%
in female officers (despite the limited population group) in the survey respondents, given the
existence of a post-exposure intervention protocols in Montgomery County, Pennsylvania also
validates that intervention protocols help address traumatic incidents that officers can
experience. This finding is also consistent with known literature in the field. CISM has, at its
core, the principle of not only helping officers understand that PTSD symptomology can
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develop after exposure to a traumatic incident, but also how to deal with these symptoms and
that these symptoms are normal (Hartley et al., 2013). Officers who experience CISM are also
expected to be more honest with reporting PTSD symptomology when they are asked to selfreport any symptom development (Hartely et al., 2013). This can be concerning for the higherups in police departments when it comes to implementing this type of post-exposure
intervention protocol, but this is simply how the program is meant to work (Hartley et al.,
2013). It was anticipated that officers who had CISM intervention in Montgomery County,
Pennsylvania would develop a better understanding of PTSD symptomology and would selfreport higher PTSD symptomology development. The fact that officers who did not experience
CISM in Montgomery County, Pennsylvania had a higher rate of PTSD symptomology
development or PTSD scores does statistically show that there is reason to monitor officers for
PTSD symptomology development and if they are self-reporting symptoms. This statistical
significance of PTSD symptomology development in officers who did not experience CISM
should alleviate some of the concerns of management in other police departments when it
comes to implementing CISM interventions, because officers are experiencing PTSD
symptomology at a rate that would justify providing assistance.
Montgomery County, Pennsylvania uses a Critical Incident Stress Management Team to
aid officers in recovering from numerous traumatic incidents that they will experience. The data
found in this study is further validated by another study that found that a prevalence rate for
male officers suffering from PTSD symptoms to be 10 percent and for female officers suffering
from PTSD symptoms to be 9.1 percent (Hartley et al., 2013). CISM is clearly working in
Montgomery County, Pennsylvania, especially among female, White, and older officers.
Expanding the usage of CISM in all major law enforcement departments will help officers in

92
handling traumatic events that they experience, as well as addressing PTSD symptoms in the
early stages before clinical diagnosis. This is not an all-encompassing recommendation,
however, which leads to a second recommendation.
Recommendation Two: Use the public administration theories of organization
theory, networking and new public management to create multiple mental health policies
focused on pre-exposure and post-exposure intervention protocols for law enforcement
officers for all traumatic incidents that they could experience.
The second recommendation that this author proposes is using the public administration
theories of organization theory, networking and new public management in greater practices in
policing. Montgomery County, Pennsylvania’s Critical Incident Stress Management Team has
proven its effectiveness, even in this limited population study, by the fact that this study found
PTSD symptom rates among the sample population explored in Montgomery County that
matches up with existing academic studies. The usefulness of this study shows that in smaller
police departments that do not have the resources to bring in their own CISM specialists,
networking with outside experts or crisis management teams on a county or state level to come
in when officers need stress support help is a public administration policy to explore. The
usefulness of the study also shows that officers are clearly willing to work with post-exposure
intervention protocols that are serviced by outside agencies and partnerships, as a large number
of officers had partaken in post-exposure intervention in the study sample. Opening up the
cooperation between governmental agencies and also bringing in the private sector through
networking can provide unique benefits when it comes to aiding officers in recovering from
mental health issues.
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As part of organization theory, management has to develop policies and procedures that
are supportive of CISM interventions and other stress services that can aid officers in returning
to mental stability. This is part of perceived organizational support. The usage of CISM
intervention in Montgomery County, Pennsylvania shows that its availability for officers is
something that is clearly being communicated by leadership. Producing policies that allow for
officers to partake in peer support protocols or to even get training in CISM intervention that
they can use to help officers in peer departments can help officers feel like their well-being is
being valued by the leadership and the overall police organization. Crafting comprehensive
policies that also deal with finding access to additional resources that could be used by officers
who need confidential and comprehensive mental health services that CISM does not provide,
without fear of stigma or loss of their job, is also key to effectively using organization theory in
policing to help officers deal with mental health stressors on the job. The usage of perceived
organizational support in a positive fashion will require a new approach to management. There
were limitations of this study, including not testing for other key features of CISM intervention
and also what mental health services officers may need that could be used in a comprehensive
wellness policy, which leads to a third recommendation.
Recommendation Three: Expand quantitative and qualitative research to explore
the effectiveness of one-on-one post-exposure intervention protocols and also psychological
service referral in Montgomery County, Pennsylvania: One of the limitations of this study
was that it did not ask questions centered on one-on-one post-exposure intervention protocols of
the target sample population. CISM often uses one-on-one interventions more often than group
interventions are used (Everly et al., 2002). Exploration of the success of one-on-one CISM
interventions would add to existing research data on the validity of CISM practices. Another
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limitation of this study was the lack of focus on psychological services that are provided to
officers in-terms of post-exposure intervention protocols that could be added in conjunction with
CISM. CISM is not a replacement for psychiatric services or other mental health counseling
(Everly et al., 2002). This study did ask the officers in the population sample if they had
experiences with psychological services and this data was gathered to justify a future study on
the population sample. This is a beneficial avenue to explore due to the success that treating
veterans has been shown in academic studies, which is a similar population group that suffers
from PTSD or PTSD symptomology at rates equivalent or even higher than police officers
(Schwarzer et al., 2014).
Police departments can learn from the experience of services provided to veterans on a
governmental level, and the services provided to addicts on the private sector level. While not
tested for in this study, cognitive-behavioral therapy is showing promise in helping those who
have dealt with PTSD or PTSD symptomology, whether they are civilians, addicts, or veterans
of the military (Schwarzer et al., 2014). This type of behavioral therapy looks at the way these
individuals process the incidents they have experienced, and how they can change negative
behavioral responses to these incidents into positive behavioral responses (Schwarzer et al.,
2014). These positive behavioral responses include self-help treatments like mediation, talktherapy, taking prescribed prescription medication for anxiety, and attending counseling
sessions (Schwarzer et al., 2014). Using these resources through networking can aid police
departments in crafting mental health policies that help officers deal with the stressors while on
the job.
Given that new public management in policing has focused on management styles, and
this has changed police culture in dramatic fashion, shifting the police culture can also help with
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crafting mental health policies that help officers deal with the stressors while on the job.
Guided-group interaction involving fellow officers from many walks of life, who have
responded to major emergency incidents or the stresses of the job in-general, and sought
treatment themselves, will help provide a safe environment for officers to seek treatment outside
of any departmental provided services for PTSD (Schwarzer et al., 2014). Guided-group
interaction is focused on a non-authoritarian figure helping each of the group members come to
the realization of the impact of the events on their lives, and how their negative behaviors in
response to these traumas need to be changed (Schwarzer et al., 2014). Cultural changes within
departments that focus on a number of factors would be beneficial to the implementation of
these mental health policies.
Encouraging officers to speak about the stress they are experiencing; requiring annual
check-ups for mental health as part of an overall wellness policy; requiring cooperation with
CISM outside resources after exposure to traumatic events; using preventative measures like
training sessions and workshops on psychological and mental wellbeing; and the usage of
therapy animals for law enforcement officers to destress with all would work to create a more
welcoming environment for officers to address their mental health.
All of these benefits would need to be studied quantitively and qualitatively be
researchers, however, to determine if the officers would benefit from these psychological
referrals. The population sample of Montgomery County, Pennsylvania would be beneficial to
explore due to the fact that there are existing referrals for officers to outside mental health
services through departmental policies, although many only deals with use of force situations.
This population sample is ripe for study in comparison with other existing data that looks at
referrals of police officers to outside psychological services.
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Conclusion
The focus of this research was to look at specific law enforcement population group that
already has post-exposure intervention protocols in-place through their police departments
cooperation with a county resource but has little published academic research on the
effectiveness of these intervention protocols on the reduction of PTSD symptomology within
the sample group. This research study aimed to answer one research question: are mental health
stressors impacting the ability of law enforcement officers to complete their duties despite the
existence of post-exposure intervention protocols? Six hypotheses were created in order to
address the research question and evaluate the development of PTSD symptomology within the
population group. This research also aimed to show a relevance within the field of public
administration.
The existing academic studies show that high rates of PTSD symptomology among law
enforcement officers were reported in comparison to the general population at a rate of between
7-19 percent (Evans et al., 2013). In comparison, the general population suffers from PTSD
symptomology at a studied rate between 2-3.5 percent (Evans et al., 2013). In the last century,
little or no attention was given to law enforcement officers that had gone through a traumatic
event, as there were no channels of assessing help. Supervisors and management teams in most
police departments had no information or ideas on how to assist their juniors that approached
them with symptoms that appeared as PTSD, after handling a sensitive case that left them
traumatized. Most heads of departments assumed that once their juniors went home, they would
naturally heal and come back to perform their duties as if nothing had happened. The possibility
of not getting empathy from colleagues or supervisors pushed some police officers to adopt
unhealthy coping strategies (Evans et al., 2013). This put them at risk of facing the disciplinary
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committee at the workplace, and further aggregating their PTSD condition (Evans et al., 2013).
Officers had been forced to take refuge in the comfort of their family members or external
therapists, all who may not be professionally qualified or capable enough to handle the needs of
the police.
In the modern day, the dangers of high-stress levels on the workplace have received
international recognition, and management teams of police departments are coming up with
innovative ways to assist the members of their staff. Training members of staff on stressmanagement techniques is crucial to the success rate of police departments (Skogstad et al.,
2013). In the last decade, most suicides reported in the first responder field were those of police
officers, with about 47 percent of them being from the policing field (Stanley et al., 2016). Peer
support groups in police departments are important, but professional assistance is crucial to
police officer’s mental health future. The lack of published academic studies on the
effectiveness of the professional assistance already in-place in Montgomery County,
Pennsylvania justified the need for this study.
In order to address the differences in academic studies that addressed PTSD
symptomology and post-exposure intervention protocols in other jurisdictions, and the lack of
these published studies in the specifically measured sample group, a survey was created that
addressed the development of PTSD symptomology in law enforcement officers in
Montgomery County, Pennsylvania and the effectiveness of post-exposure intervention
protocols. The sampling of 155 law enforcement officers in Montgomery County, Pennsylvania,
while small, allowed for significant statistical conclusions to be drawn. A quantitative analysis
of the survey data helped produce numerous key findings.
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The first set of statistically significant findings was that if an officer was male, Black or
African-American, was between the ages of 21-34, had 6-10 years of job experience and
experienced high levels of stress on the job, they were statistically likely to develop PTSD
symptoms despite the existence of post-exposure intervention protocols. The second set of
statistically significant findings was that officers who suffered from two or more mental health
conditions or did not suffer from two or more mental health conditions did not produce a
statistically relevant development of PTSD symptoms, despite the existence of post-exposure
intervention protocols. Five of the six of the hypotheses were proven, with a 95% confidence
interval, which suggests the data is statistically relevant.
Three recommendation are drawn from this study which is to focus on wide
implementation of CISM post-exposure intervention protocols in all police departments, use
public administration theories of organization theory, networking and new public management
to help create multiple mental health policies that focus on the mental health of law enforcement
officers in all departments and further study of the impact of one-on-one CISM intervention
protocols and psychological service referral in the sample population of Montgomery County,
Pennsylvania. Organization theory, new public management and networking are already in-use
in policing in a multitude of fashions. Applying over these public administration theories, by redeveloping police culture with a management style that makes officers feel that they are
welcome to address their mental health concerns with their colleagues and higher-ups, along
with networking with governmental and private sector agencies that can provide post-exposure
intervention and psychological services to help officers deal with mental health issues is vital.
Further academic studies are encouraged, after the implementation of comprehensive mental
health policies focusing on law enforcement officer’s mental health is encouraged. This study
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clearly shows that addressing the mental health of law enforcement officers, especially when
dealing with the severe ramifications of PTSD symptomology would be a public policy benefit.
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Appendix B- Mental Health Stressor Development in Law Enforcement Officers and Its
Impact on Law Enforcement Agencies: The Need for a Policy Focused on Law
Enforcement Officers Mental Stability Survey

Q1 Project Title: Mental Health Stressor Development in Law Enforcement Officers and
Its Impact on Law Enforcement Agencies: The Need for a Policy Focused on Law
Enforcement Officers Mental Stability
Investigator(s): Joseph A. Sorgini; Dr. Amanda Olejarski, Ph.D.
Project Overview:
Participation in this research project is voluntary and is being done by Joseph A. Sorgini as part
of his Doctoral Dissertation to identify the prevalence and development of PTSD among law
enforcement officers, and justify the need to improve mental health treatment policies within law
enforcement agencies that will enable officers to deal with the traumatic events they have
witnessed in the line of duty. Your participation will take about 25 minutes to complete a
questionnaire. There are the benefits that participants will be able to better understand the mental
health stressors that they may be experiencing on the job, and how they can effectively manage
and treat these stressors. Participants will also be able to self-determine if current existing policy
on mental health treatments are effective enough to help them remain on the job in peak
performance. to you as the participant.
The research project is being done by Joseph A. Sorgini as part of his Doctoral Dissertation to
identify the prevalence and development of PTSD among law enforcement officers, and justify
the need to improve mental health treatment policies within law enforcement agencies that will
enable officers to deal with the traumatic events they have witnessed in the line of duty. If you
would like to take part, West Chester University requires that you agree by clicking “next” on
this consent form.
You may ask Joseph A. Sorgini any questions to help you understand this study. If you don’t
want to be a part of this study, it won’t affect any services from West Chester University. If you
choose to be a part of this study, you have the right to change your mind and stop being a part of
the study at any time.
What is the purpose of this study?
Identify the prevalence and development of PTSD among law enforcement officers, and justify
the need to improve mental health treatment policies within law enforcement agencies that will
enable officers to deal with the traumatic events they have witnessed in the line of duty.
If you decide to be a part of this study, you will be asked to do the following: Complete a
questionnaire. This study will take About 25 minutes of your time.
Are there any experimental medical treatments? No
Is there any risk to me?
None
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Is there any benefit to me?
Benefits to you may include: the benefits that participants will be able to better understand the
mental health stressors that they may be experiencing on the job, and how they can effectively
manage and treat these stressors. Participants will also be able to self-determine if current
existing policy on mental health treatments are effective enough to help them remain on the job
in peak performance.
How will you protect my privacy?
The session will not be recorded.
Your records will be private.
Only Joseph A. Sorgini, Dr. Amanda Olejarski,Ph.D. and the IRB will have access to your name
and responses. Your name will not be used in any reports.
Records will be stored:
Password Protected File/Computer
All officers will complete an anonymous survey that will not be identifiable to any superiors. All
police chiefs have committed to not ask for access to the information their officers submit.
Records will be destroyed Three Years After Study Completion
Do I get paid to take part in this study?

No

Who do I contact in case of research related injury?
For any questions with this study, contact:
Primary Investigator: Joseph A. Sorgini at 267-446-8145 or js893314@wcupa.edu
Faculty Sponsor: Dr. Amanda Olejarski, Ph.D. at 610-436-2448 or AOlejarski@wcupa.edu

What will you do with my Identifiable Information/Biospecimens?
This information will not be included in any data that is reported in the final work product, and a
communication will be sent to the officer that they entered identifiable information that will not
be disclosed.
Statement about Future Use:
Your information will not be used or distributed for future research studies.

For any questions about your rights in this research study, contact the ORSP at 610-436-3557.
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I have read this form and I understand the statements in this form. I know that if I am
uncomfortable with this study, I can stop at any time. I know that it is not possible to know all
possible risks in a study, and I think that reasonable safety measures have been taken to decrease
any risk.
By clicking “next”, I consent to participate in this study.
IRB Address:
Ehinger Office Annex
700 South Church St.
West Chester, PA 19383
610-436 3557
research@wcupa.edu
Nicole S. Bennett, Ph.D.
Vice Provost for Research and Creative Activity
610-436-3592
nbennett@wcupa.edu
•

I consent (1)

•

I do not consent (2)
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Q1 What is your age?
________________________________________________________________

Q2 What is your gender?
•

Male (1)

•

Female (2)

•

Do not wish to report (3)

Q3 What is your ethnicity?
• White (1)
• Black or African American (2)
• American Indian or Alaska Native (3)
• Asian (4)
• Native Hawaiian or Pacific Islander (5)
• Other (6)

Q4 How many years have you been a law enforcement officer?
•

1-5 (1)

•

6-10 (2)

•

11-15 (3)

•

16-20 (4)

•

21-25 (5)

•

26-30 (6)

•

30 years or more (7)

Q6 Next, we will explore stress that is common-place on the job. After each item, please pick the
option that shows how much stress this aspect of being a police officer has caused you over the
past year, using a 7-point scale (see below) that ranges from "No Stress at All" to "A Lot of
Stress" (Spielberger et al., 1981 & McCreary & Thompson, 2013).

Your answers on this question will take you to the next sequence of questions, so please take
your time and answer accurately:
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No Stress at All
1
2

Moderate Stress
4
5

3

1 (1)

2 (2)

3 (3)

A Lot of Stress
6
7

4 (4)

5 (5)

6 (6)

7 (7)

Risk of Being
Injured on the
Job (1)

o

o

o

o

o

o

o

Traumatic
Work Events
(e.g., MVA,
domestics,
death, injury)
(2)

o

o

o

o

o

o

o

Shift Work (3)

o

o

o

o

o

o

o

Working
Alone at Night
(4)

o

o

o

o

o

o

o

Over-time
Demands (5)

o

o

o

o

o

o

o

Work Related
Activities on
Days Off (e.g.,
court,
community
events) (6)

o

o

o

o

o

o

o

Managing
Your Social
Life Outside of
Work (7)

o

o

o

o

o

o

o

Not Enough
Time
Available to
Spend with
Friends and
Family (8)

o

o

o

o

o

o

o

Paperwork (9)

o

o

o

o

o

o

o
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Eating Healthy
at Work (10)

o

o

o

o

o

o

o

Finding Time
to Stay in
Good Physical
Condition (11)

o

o

o

o

o

o

o

Fatigue (e.g.,
shift work,
over-time)
(12)

o

o

o

o

o

o

o

OccupationRelated Health
Issues (e.g.,
back pain) (13)

o

o

o

o

o

o

o

Lack of
Understanding
from Family
and Friends
about your
Work (14)

o

o

o

o

o

o

o

Making
Friends
Outside the
Job (15)

o

o

o

o

o

o

o

Upholding a
"higher image"
in Public (16)

o

o

o

o

o

o

o

Negative
Comments
from the
Public (17)

o

o

o

o

o

o

o

Limitations to
your Social
Life (e.g., who
your friends
are, where you
socialize) (18)

o

o

o

o

o

o

o

Felling Like
You Are
Always on the
Job (19)

o

o

o

o

o

o

o
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Friends/Family
Feel the
Effects of the
Stigma
Associated
with your Job
(20)

o

o

o

o

o

o

o

Q7 Since you listed "Risk of Being Injured on the Job" as having a score of 4-7, please answer
the following:
Of the following events, please check whether you have had it happen to you on the job in the
past year or learned about it happening to a colleague in the last year (Spielberger et al., 1981
& McCreary & Thompson, 2013).
Happened to Me (1)

Learned About it Happening
(2)

Physical Assault (e.g., being
attacked, hit, slapped, kicked,
beaten up) (1)

o

o

Assault with a Weapon (e.g.,
shot, stabbed, threatened with
a knife, gun, bomb) (2)

o

o

Accidental injury (e.g., slip,
fall) (3)

o

o

Mental Injury (e.g.,
threatened, verbally yelled at,
cursed at, harassed,
intimidated) (4)

o

o

Q8 Since you listed "Traumatic Work Events (e.g., MVA, domestics, death, injury)" as having a
score of 4-7, please answer the following:
Of the following events, please check whether you have had to respond to the event in the past
year, or learned about the event happening from a colleague in the last year (Spielberger et al.,
1981 & McCreary & Thompson, 2013).
Had to Respond to the Event
(1)

Learned About the Event
Happening from a Colleague
(2)
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o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o

Handled or Saw Mutilated
Body or Human Remains
(17)

o

o

Serious Natural Disaster (18)

o

o

Motor Vehicle Accident (1)
Domestic Dispute (2)
Badly Beaten Child (3)
Sexually Assaulted Child (4)
Severely Neglected Child (5)
Threatened with a Gun (6)
Shot At (7)
Shot a Suspect (8)
Threatened with a
Knife/Other Weapon (9)
Beaten by a Suspect (10)
Exposed to AIDS or Other
Diseases (11)
Loved Ones Threatened (12)
Life Threatened by a
Dangerous Animal (13)
Animal Neglected, Tortured,
or Killed (14)
Murder Investigation (15)
Handled or Saw Decaying
Corpse (16)
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Q9 Since you listed "Happened to Me" on the "Risk of Being Injured" events that cause stress on
the job, please answer the impact this incident happening to you had on you within the past 6
months, using a 5-point scale (see below) that ranges from "Not at All" to "Extremely” (Paris,
2013).

Your answers on this question will take you to the next sequence of questions, so please take
your time and answer accurately:
Not at All
1

A Little Bit
2
1 (1)

Moderately
3
2 (2)

Quite a Bit

Extremely
5

4
3 (3)

4 (4)

5 (5)

Repeated,
disturbing
memories,
thoughts, or
images of a
stressful
experience
from the past?
(1)

o

o

o

o

o

Repeated,
disturbing
dreams of a
stressful
experience
from the past?
(2)

o

o

o

o

o

Suddenly
acting or
feeling as if a
stressful
experience
were
happening
again (as if
you were
reliving it)?
(3)

o

o

o

o

o

Feeling very
upset when
something
reminded you

o

o

o

o

o
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of a stressful
experience
from the past?
(4)
Having
physical
reactions (e.g.,
heart
pounding,
trouble
breathing, or
sweating)
when
something
reminded you
of a stressful
experience
from the past?
(5)

o

o

o

o

o

Avoid
thinking about
or talking
about a
stressful
experience
from the past
or avoid
having
feelings
related to it?
(6)

o

o

o

o

o

Avoid
activities or
situations
because they
remind you of
a stressful
experience
from the past?
(7)

o

o

o

o

o

Trouble
remembering
important
parts of a

o

o

o

o

o
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stressful
experience
from the past?
(8)
Loss of
interest in
things that
you used to
enjoy? (9)

o

o

o

o

o

Feeling
distant or cut
off from other
people? (10)

o

o

o

o

o

Feeling
emotionally
numb or being
unable to have
loving
feelings for
those close to
you? (11)

o

o

o

o

o

Feeling as if
your future
will somehow
be cut short?
(12)

o

o

o

o

o

Trouble
falling or
staying
asleep? (13)

o

o

o

o

o

Feeling
irritable or
having angry
outbursts?
(14)

o

o

o

o

o

Having
difficulty
concentrating?
(15)

o

o

o

o

o

Being "super
alert" or

o

o

o

o

o
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watchful on
guard? (16)
Feeling jumpy
or easily
startled? (17)

o

o

o

o

o

Q10 Since you listed "Had to Respond to the Event" on the "Traumatic Work Events (e.g., MVA,
domestics, death, injury)" that cause stress on the job, please answer the impact this incident
happening to you had on you within the past 6 months, using a 5-point scale (see below) that
ranges from "Not at All" to "Extremely” (Paris, 2013).

Your answers on this question will take you to the next sequence of questions, so please take
your time and answer accurately:
Not at All
1

A Little Bit
2
1 (1)

Moderately
3
2 (2)

Quite a Bit

Extremely
5

4
3 (3)

4 (4)

5 (5)

Repeated,
disturbing
memories,
thoughts, or
images of a
stressful
experience
from the past?
(1)

o

o

o

o

o

Repeated,
disturbing
dreams of a
stressful
experience
from the past?
(2)

o

o

o

o

o

Suddenly
acting or
feeling as if a

o

o

o

o

o
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stressful
experience
were
happening
again (as if
you were
reliving it)?
(3)
Feeling very
upset when
something
reminded you
of a stressful
experience
from the past?
(4)

o

o

o

o

o

Having
physical
reactions (e.g.,
heart
pounding,
trouble
breathing, or
sweating)
when
something
reminded you
of a stressful
experience
from the past?
(5)

o

o

o

o

o

Avoid
thinking about
or talking
about a
stressful
experience
from the past
or avoid
having
feelings
related to it?
(6)

o

o

o

o

o
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Avoid
activities or
situations
because they
remind you of
a stressful
experience
from the past?
(7)

o

o

o

o

o

Trouble
remembering
important
parts of a
stressful
experience
from the past?
(8)

o

o

o

o

o

Loss of
interest in
things that
you used to
enjoy? (9)

o

o

o

o

o

Feeling
distant or cut
off from other
people? (10)

o

o

o

o

o

Feeling
emotionally
numb or being
unable to have
loving
feelings for
those close to
you? (11)

o

o

o

o

o

Feeling as if
your future
will somehow
be cut short?
(12)

o

o

o

o

o

Trouble
falling or

o

o

o

o

o
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staying
asleep? (13)
Feeling
irritable or
having angry
outbursts?
(14)

o

o

o

o

o

Having
difficulty
concentrating?
(15)

o

o

o

o

o

Being "super
alert" or
watchful on
guard? (16)

o

o

o

o

o

Feeling jumpy
or easily
startled? (17)

o

o

o

o

o

Q11 In looking at the stressors that come with the job of a police officer, please answer within
the past 6 months, using a 5-point scale (see below) that ranges from "Not at All" to
"Extremely" how these stressors have impacted you (Paris, 2013).

Your answers on this question will take you to the next sequence of questions, so please take
your time and answer accurately:
Not at All
1

A Little Bit
2
1 (1)

Repeated,
disturbing
memories,
thoughts, or
images of a
stressful
experience
from the past?
(1)

o

Moderately
3
2 (2)

o

Quite a Bit
4
3 (3)

o

Extremely
5

4 (4)

o

5 (5)

o
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Repeated,
disturbing
dreams of a
stressful
experience
from the past?
(2)

o

o

o

o

o

Suddenly
acting or
feeling as if a
stressful
experience
were
happening
again (as if
you were
reliving it)?
(3)

o

o

o

o

o

Feeling very
upset when
something
reminded you
of a stressful
experience
from the past?
(4)

o

o

o

o

o

Having
physical
reactions (e.g.,
heart
pounding,
trouble
breathing, or
sweating)
when
something
reminded you
of a stressful
experience
from the past?
(5)

o

o

o

o

o

Avoid
thinking about
or talking

o

o

o

o

o
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about a
stressful
experience
from the past
or avoid
having
feelings
related to it?
(6)
Avoid
activities or
situations
because they
remind you of
a stressful
experience
from the past?
(7)

o

o

o

o

o

Trouble
remembering
important
parts of a
stressful
experience
from the past?
(8)

o

o

o

o

o

Loss of
interest in
things that
you used to
enjoy? (9)

o

o

o

o

o

Feeling
distant or cut
off from other
people? (10)

o

o

o

o

o

Feeling
emotionally
numb or being
unable to have
loving
feelings for
those close to
you? (11)

o

o

o

o

o
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Feeling as if
your future
will somehow
be cut short?
(12)

o

o

o

o

o

Trouble
falling or
staying
asleep? (13)

o

o

o

o

o

Feeling
irritable or
having angry
outbursts?
(14)

o

o

o

o

o

Having
difficulty
concentrating?
(15)

o

o

o

o

o

Being "super
alert" or
watchful on
guard? (16)

o

o

o

o

o

Feeling jumpy
or easily
startled? (17)

o

o

o

o

o

Q12 Have you or anyone you know experienced the following in the past month (Paris, 2013):
Yes (Someone I No (Someone I
Yes (Myself) (1) No (Myself) (2)
Know) (3)
Know) (4)
Wished to be
dead or could go
to sleep and not
wake up? (1)

o

o

o

o

Had thoughts of
killing yourself?
(2)

o

o

o

o

Have had
thoughts of how

o

o

o

o
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you would kill
yourself? (3)
Have had these
thoughts and had
some intention
on acting on
them? (4)

o

o

o

o

Have started to
work out or
worked out the
details of killing
yourself? (5)

o

o

o

o

Have ever done
anything, started
anything, or
prepared to do
anything to end
your life? (6)

o

o

o

o

Q13 Over the past month, have you been bothered by any of the following problems? (Paris,
2013)
More Than Half Nearly Every
Not at All (1)
Several Days (2)
the Days (3)
Day (4)
Feeling nervous,
anxious or on
edge? (1)

o

o

o

o

Not being able
to stop or control
worrying? (2)

o

o

o

o

Worrying too
much about
different things?
(3)

o

o

o

o

Trouble
relaxing? (4)

o

o

o

o

Being so restless
that is at hard to
sit still? (5)

o

o

o

o
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Becoming easily
annoyed or
irritable? (6)

o

o

o

o

Feeling afraid as
if something
awful might
happen? (7)

o

o

o

o

Q14 Over the past month have you found a time when you were not your usual self and.... (Paris,
2013)
Yes (1)
No (2)
You felt so down or so
irritable that other people
thought you were not your
normal self or you were so
irritable that you got in
trouble? (1)

o

o

You were so irritable that you
shouted at people or started
fights or arguments? (2)

o

o

You felt less self-confident
than usual? (3)

o
o

o
o

You got much more sleep
than usual? (4)

Q15 Over the past 12 months, have you been bothered by any of the following problems? (Paris,
2013)
Yes (1)
No (2)
1)
Used a drug for
anything other than a medical
reason? (1)

o

o

2)
Had “blackouts” or
“flashbacks” as a result of
drug use? (2)

o

o
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3)
Used alcohol to the
point of intoxication? (3)

o

o

4)
Had “blackouts” or
“flashbacks” as a result of
alcohol use? (4)

o

o

Q16 Now that we have explored issues that can arise from the unique stressors from being in law
enforcement, the next step is to explore programs or policies that could help with coping with the
ramifications of these situations. The first program or policy that will be explored is Critical
Incident Stress Debriefing (CISD).
Please read the definition of CISD clearly: CISD is a
“proactive intervention involving a group meeting or discussion about a particularly distressing
critical incident. CISD is ideally conducted between 24 and 72 hours after the incident, so as to
mitigate the impact of a critical incident, and to aid the person(s) in recovery from the stress
associated with the event” (Cardinal, 2017). Based on the incidents that have been explored in
the previous sections of the questionnaire, has CISD been utilized after any of these situations?

o Yes (1)
o No (2)
Q17 If you answered “Yes,” who provided the CISD?
Remember not to include any information that could identify you or your unit.

________________________________________________________________

Q18 If you answered “Yes,” was the CISD helpful in how you handled the incident?

o Yes (1)
o No (2)
Q19 If you answered “No,” do you believe that CISD should be provided as part of departmental
policy?

o Yes (1)
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o No (2)
Q20 The second program or policy that will be explored is Critical Incident Stress Management
(CISM). Please read the definition of CISM clearly: CISM is an “intervention protocol
developed specifically for dealing with traumatic events. It is a formal, highly structured, and
professionally recognized process for helping those involved in a critical incident to share their
experiences, vent emotions, learn about stress reactions and symptoms, and give referrals for
further help if required” (Cardinal, 2017). CISM is made-up of four components. The first form
of CISM is defusing. Please read the definition of defusing clearly: Defusing is “a shorter, less
formal version of a CISD that lasts for 30 to 60 minutes. It is best conducted within one to four
hours after a critical incident. It is confidential and voluntary process that helps a person(s) learn
about stress, share reactions to an incident, and vent emotions” (Cardinal, 2017). Based on the
incidents that have been explored in the previous sections of the questionnaires’’, has defusing
been utilized after any of these situations?

o Yes (1)
o No (2)

Q21 If you answered “Yes,” who provided the defusing? Remember not to include any
information that could identify you or your unit.
________________________________________________________________

Q22 If you answered “Yes,” was the defusing helpful in how you handled the incident?

o Yes (1)
o No (2)

Q23 If you answered “No,” do you believe that defusing should be provided as part of
departmental policy?

o Yes (1)
o No (2)

Q24 The second form of CISM that will be explored is a grief and loss session. Please read the
definition of a grief and loss session clearly: A grief and loss session are “a structured group or
individual session following a death, and assists a person(s) in understanding their own grief
reactions, as well as creating a healthy atmosphere of openness about grief and loss” (Cardinal,
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2017). Based on the incidents that have been explored in the previous sections of the
questionnaire, has a grief and loss session been utilized after any of these situations?

o Yes (1)
o No (2)

Q25 If you answered “Yes,” who provided the grief and loss session? Remember not to
include any information that could identify you or your unit.
________________________________________________________________

Q26 If you answered “Yes,” was the grief and loss session helpful in how you handled the
incident?

o Yes (1)
o No (2)

Q27 If you answered “No,” do you believe that grief and loss session should be provided as part
of departmental policy?

o Yes (1)
o No (2)

Q28 The third form of CISM that will be explored is a crisis management briefing. Please read
the definition of a crisis management briefing clearly: A crisis management briefing is “a large,
homogenous group intervention that is used before, during, and after a crisis to prevent facts,
facilitate a brief and controlled discussion, facilitate a question-and-answer session and provide
information on stress, and make a person(s) aware of available support services” (Cardinal,
2017). Based on the incidents that have been explored in the previous sections of the
questionnaire, has crisis management briefing been utilized after any of these situations?

o Yes (1)
o No (2)

Q29 If you answered “Yes,” who provided crisis management briefing? Remember not to
include any information that could identify you or your unit.
________________________________________________________________
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Q30 If you answered “Yes,” was the crisis management briefing helpful in how you handled the
incident?

o Yes (1)
o No (2)

Q31 If you answered “No,” do you believe that crisis management briefing should be provided
as part of departmental policy?

o Yes (1)
o No (2)

Q32 The fourth, and final form of CISM that will be explored is a pre-crisis education session.
Please read the definition of a pre-crisis education session clearly: A pre-crisis education session
is “an incident awareness, crisis response strategy, and stress management coping skill session
that educate a person(s) who are likely to experience stressful situations” (Cardinal,
2017). Based on the incidents that have been explored in the previous sections of the
questionnaire, has a pre-crisis education session been utilized after any of these situations?

o Yes (1)
o No (2)

Q33 If you answered “Yes,” who provided pre-crisis education session? Remember not to
include any information that could identify you or your unit.
________________________________________________________________

Q34 If you answered “Yes,” was the pre-crisis education session helpful in how you handled the
incident?

o Yes (1)
o No (2)

Q35 If you answered “No,” do you believe that a pre-crisis education session should be provided
as part of departmental policy?

o Yes (1)
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o No (2)
Q36 Does your department provide in-house psychological services, or referral to an outside
source?

o In-House (1)
o Outside Referral (2)

Q37 Would you feel more comfortable confronting the need for psychological services through
an in-house specialist who is part of your department, or a referral to an outside source?

o In-House (1)
o Outside Referral (2)

Q38 Do you feel like your department provides a confidential, yet also welcoming environment
to discuss the stressors that you could experience from being on the job?

o Yes (1)
o No (2)

Q39 If you answered “Yes” how was this confidential and welcoming environment
accomplished? Remember not to include any information that could identify you or your unit.
________________________________________________________________

Q40 If you answered “No” do you feel that a comprehensive departmental policy that provides
access to multiple programs that could help you deal with the stressors of your job would be
beneficial to the well-being of yourself and your fellow officers?

o Yes (1)
o No (2)

Q41 Is there anything else you feel that should be addressed about the stressors you experience
on the job? Remember not to include any information that could identify you or your unit.
________________________________________________________________
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Appendix C- First Email to Sample Population

Hello,
My name is Joseph A. Sorgini and I am currently a doctoral candidate at West Chester
University. As part of the dissertation process, I am required to complete a study on a topic of
importance to public policy. I have elected to look at the law enforcement community and the
impact that mental health stressors are having on officers. My goal through this study is to
understand what unique stressors are impacting the community, and how we can best mitigate its
impacts. This study is formatted around the questions asked in this Fairfax County study from
2019: https://www.washingtonpost.com/local/public-safety/new-survey-shows-heavypsychological-toll-for-vas-first-responders/2019/09/09/636df99e-d323-11e9-9610fb56c5522e1c_story.html.
My goal is to look at the officers in the police departments in Montgomery County. I am
using an anonymous survey system to ask officers about a series of stressors they, or someone
they know, have experienced on the job. This would then build into a development of a policy to
help officers with dealing with these stressors, using just the data that is gathered through these
surveys. Attached to this email is the link to a confidential Qualtrics survey that will take about
20 minutes to complete. I encourage you to look at the study, its goals, and then if you consent to
its purpose to take the survey. Upon the completion of this survey, it is my goal that you would
forward this to your fellow colleagues to fill out, so I can gain as much data as possible. You
may contact me with any questions you have about this process.
The link to the survey is: https://wcupa.co1.qualtrics.com/jfe/form/SV_0O3MVJn6Klwtnvf

With thanks in advance,
Joseph A. Sorgini
DPA Candidate- West Chester University
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Appendix D- Second Email to Sample Population
Hello,
As a reminder I am asking you to please complete this survey and to pass it onto your
fellow colleagues. If you already have done so already, thank you for your time in completing
the survey!
I encourage you to look at the study, its goals, and then if you consent to its purpose to
take the survey. Upon the completion of this survey, it is my goal that you would forward this to
your fellow colleagues to fill out, so I can gain as much data as possible. You may contact me
with any questions you have about this process.
The link to the survey is: https://wcupa.co1.qualtrics.com/jfe/form/SV_0O3MVJn6Klwtnvf

With thanks in advance,
Joseph A. Sorgini
DPA Candidate- West Chester University
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Appendix E- Level of Stress Scores

Level of Stress Either Experiencing or Knowing a Colleague who Experienced a Stressful
Event Has on a Respondent Based on 38 Events (Scores Based on Demographic
Identifiers)

N

No
Stress
at All
1

Moderate
Stress

A Lot
of
Stress
7

2

3

4

5

6

Male

139

2

5

10

20

44

11

30

Female

16

0

3

3

1

8

0

2

Gender

Mean of
Total
(Score &
Percentage)

3
&
55%

5
&
35%

7
&
10%

Ethnicity
White

118

2

5

10

10

49

7

30

AfricanAmerican
or Black

26

0

1

3

2

15

0

5

Other

11

0

0

1

2

5

0

3

Mean of
Total
(Score &
Percentage)

3
&
55%

5
&
35%

7
&
10%
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Appendix E (continued).

Age
21-34

20

0

0

4

1

10

0

5

35-45

98

1

3

5

10

35

8

20

46-55

37

1

1

3

5

15

Mean of
Total
(Score &
Percentage)

3
&
55%

4

5
&
35%

9
7
&
10%

Years on
the Job
6-10

23

0

3

2

0

11

0

7

16-20

98

1

2

6

15

30

8

20

21-25

34

0

1

4

5

15

4

9

Mean of
Total
(Score &
Percentage)

3
&
55%

5
&
35%

7
&
10%
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Appendix E (continued).

Mental
Health
Status
Suffering
from 2 or
more
Mental
Health
Conditions

43

1

3

5

2

4

0

3

Not
Suffering
from 2 or
More
Mental
Health
Conditions

112

6

7

45

10

27

3

9

Mean of
Total
(Score &
Percentage)

3
&
55%

5
&
35%

7
&
10%

PostTreatment
Protocols
Yes

128

5

6

50

10

28

3

10

No

27

1

1

5

1

3

0

2

Mean of
Total
(Score &
Percentage)

3
&
55%

5
&
35%

7
&
10%
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Appendix F- Level of Impact Scores

Impact Either experiencing or Knowing a Colleague who Experienced a Stressful Event
Has on a Respondent Based on 17 Impact Points (Scores Based on Demographic
Identifiers)

N

Not at
A
Moderately Quite Extremely
All
Littler
a Bit (Greatest
(Least
Bit
Impact)
Impact)
1
2
3
4
5

Gender
Male

139

90

4

14

3

7

Female

16

8

0

4

2

2

Mean of
Total
(Score &
Percentage)

1
&
80%

3
&
15%

5
&
5%

Ethnicity
White

128

80

10

13

3

7

AfricanAmerican
or Black

26

20

0

4

0

2

Other

11

8

0

2

0

1

Mean of
Total
(Score &
Percentage)

1
&
80%

3
&
15%

5
&
5%
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Appendix F (continued).

Age
21-34

20

14

0

5

0

1

35-45

98

60

5

10

2

5

46-55

37

15

5

4

2

12

Mean of
Total
(Score &
Percentage)

1
&
80%

3
&
15%

5
&
5%

Years on
the Job
6-10

23

15

0

5

0

3

16-20

98

60

5

10

2

5

21-25

34

15

5

4

2

12

Mean of
Total
(Score &
Percentage)

1
&
80%

3
&
15%

5
&
5%
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Appendix F (continued).

Mental
Health
Status
Suffering
from 2 or
more
Mental
Health
Conditions

43

32

2

6

0

3

Not
112
Suffering
from 2 or
More
Mental
Health
Conditions
Mean of
Total
(Score &
Percentage)

70

15

12

4

6

1
&
80%

3
&
15%

5
&
5%

PostTreatment
Protocols
Yes

128

78

10

12

4

8

No

27

15

2

7

0

3

Mean of
Total
(Score &
Percentage)

1
&
80%

3
&
15%

5
&
5%

